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FOREWORD 


The Ross Institute’s primary concern is for the health of tropical pop- 
ulations and to this end it teaches, carries out research, and provides 
advice and information. As part of its concern for better health care in 
developing countries the Institute has developed the Evaluation and 
Planning Centre for Health Care. This last term has, in the last few 
years, acquired new connotations and new importance as health 
workers, and the World Health Organization in particular, have 
grappled with the problem of extending and improving the availability 
of health care to populations with limited resources. The WHO has, in 
an effort to mobilise political forces in support of these aims, taken the 
term “Primary Health Care” as a rallying cry. In re-defining this term to 
increase its breadth and fervour, there has been an inevitable loss of pre- 
cision in its meaning. The only way to appreciate the issues is by 
tackling the scattered relevant literature. Dr. Gillian Walt and Dr. 
Patrick Vaughan of the Evaluation and Planning Centre have written a 
critical review and brought together a selected number of key works and 
illustrative papers on the primary health care approach particularly 
from the viewpoint of development. It will be of value to those at many 
levels of the health services who are charged with the formidable task of 
converting these aspirations into operational policies and with imple- 
menting them. 


David Bradley 
Professor of Tropical Hygiene 
Director of the Ross Institute 
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PREFACE 


Primary health care has become a widely used concept, but many 
people are uncertain of its current meaning. This introduction is for 
those who want to look at health in the broader context, particularly 
with reference to the many development issues involved. 

In recent years it has become clearer that the causes of poor health 
are not primarily the common diseases from which people suffer. A low 
health status is as much determined by the influences of the socio- 
economic environment, itself a reflection of the political structure of a 
country, as by poor nutrition and environmental health conditions. 

At the same time as there has been a change in our understanding of 
the causes of poor health, there has also been a disillusionment with the 
part that medical services can play in improving people’s health. 
Greater emphasis, therefore, is now being placed on improving nutri- 
tion, on better environment health and on the role of health in develop- 
ment. Since the primary health care approach incorporates many of 
these ideas it is from this perspective that this review starts. 

It focuses on how the primary health care approach evolved. Many 
of the basic tenets of primary health care have been discussed, 
promoted and even implemented as policies for many years. However, 
since the Alma Ata declaration of 1978 they have been “marketed” in- 
ternationally in a coherent form as a new approach to health, largely by 
the World Health Organization. The diffusion of ideas that led to this 
impetus is outlined, with the caveat that the process of diffusion is com- 
plex and what is sketched here is, therefore, necessarily limited. The 
final part of the introduction considers briefly some of the difficulties 
with the concept and some of the implications for implementation. 

We have selected the annotated references that follow mainly from 
material published since 1975 with a view to illustrating the many facets 
of health and development that the primary health care approach 
encompasses. Some annotations are not directly related to health, but 
are included because they address questions that affect health policy. 
Some sections have many references on similar themes, others contain 
only a few. For instance Community Participation has a few discreet 
annotations, and Health Service Planning and Organization includes 
references on finance, evaluation, population and appropriate 
technology among others. This is a reflection of the state of the art, 
biased interests and fallibility. Some parts of the world are under- 


represented because sources quoted are in English, and on the whole are 
from the developed western world. Since this is an introduction, the 
focus is on readily available information. It is hoped to add less 
accessible sources later, and to up-date and revise the contents. 


Please send suggestions of 
useful material to be included 
in any revision to: 


The Evaluation and Planning 
Centre 

Ross Institute 

Keppel (Gower) Street 
London WCIE 7HT 


INTRODUCTION 


Primary health care is not a new concept. Confusion exists, however, because 
it has different meanings in different contexts, and these have changed over 
time. In its original and narrowest sense, primary health care means front-line 
or first-contact care, where people (usually patients) meet health workers. It is 
the level at which common complaints are treated and preventive measures 
such as immunizations are carried out. General practitioners provide primary 
health care in the British National Health Service, village health workers 
provide it in many developing countries. 

However, although primary health care is still used in this sense, in the 
1970s the concept was broadened to encompass a philosophy that went much 
further than simple provision of first-contact services. For example, it was 
argued that, among other things, community involvement in health was 
necessary if primary health care was to make a significant impact on health 
status. Thus the international WHO-UNICEF meeting on Primary Health 
Care in Alma Ata in 1978 declared that 

‘Primary health care is essential health care based on practical, scientifically sound 

and socially acceptable methods and technology, made universally accessible to in- 

dividuals and families in the community through their full participation and at a 

cost that the community and country can afford to maintain at every stage of 

their development in the spirit of self-reliance and self-determination.” (WHO- 

UNICEF, 1978) 

This definition was deliberately broader than previous descriptions of primary 

health care, and was underlined by five principles that distinguished it from 

earlier narrower perceptions of primary health care. These were: equitable 
distribution, community involvement, focus on prevention, appropriate 
technology and a multi-sectoral approach. Put simply, these imply: 

(a) health services must be more equally accessible, not neglecting rural and 
isolated populations or peri-urban dwellers. 

(b) active participation by the community in their own health decisions is 
essential. 

(c) preventive and promotive services rather than curative services should be 
the focus of health care. 

(d) the methods and materials used in the health system should be acceptable 
and relevant, appropriate technology not being synonomous with primi- 
tive or poor technology. 

(e) health must be seen as only part of total care — nutrition, education, water 
supplies and shelter are also all essential minimum requirements to well- 
being. 
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It is this larger view, this political philosophy that has dominated discussion 
about primary health care since the 1970s and it is distinguished from the 
narrower definition by referring to it as the primary health care approach. It is 
with this broad concept that this review is concerned. In other words, the 
primary health care approach advocates the provision of front-line, first- 
contact services within the framework of the five principles mentioned above. 
Thus it is that the primary health care approach is being promoted inter- 
nationally as the best way to improve health in developing countries. 
Although it is meant to cover marginal groups in developed countries too, 
almost all the focus has been on the developing world, with a strong bias 
towards rural populations. It is seen as the strategy most likely to attain the 
WHO’s goal of Health For All By The Year 2000 (WHO, 1979). The primary 
health care approach has this distinctly WHO nexus because of the role the 
organization has played in promoting it. 

How and why the meaning of primary health care changed will become 
clearer if we look at some of the ideas that have affected thinking about health 
care since the last world war. Changing ideas come from many sources. They 
are differentiated here in four sections, but clearly any such division is to some 
extent arbitrary. Policy change is always the result of a complex sequence of 
events and ideas not easily distinguishable over time. This introduction is thus 
a picture painted in broad strokes: the details lie in the references that follow. 


1. Changing theories about health and development 


The current emphasis on health as an aspect of development can be seen 
partly as a reaction against the neglect of health (and other social dimensions 
of welfare) in the literature on development which was produced in the 1950s 
and 1960s, mainly in the developed countries, as a guide to economic and 
social policy in the newly independent countries of the Third World. As a con- 
venient shorthand, we shall call the theories produced at this time moderniza- 
tion theories. Any simple generalization about this literature must be to some 
extent misleading, neglecting the differences between different writers and 
perhaps exaggerating the effect which this literature had on the actual policies 
of developing countries. But from the point of view of their successors in the 
1970s, the earlier writers appear to have some common characteristics which 
led them to neglect social aspects of development. 

The modernization theories stressed the over-riding importance of invest- 
ment in the physical elements of national growth — industry, roads, dams and 
so on — and saw health and other social services like education as non- 
productive consumption sectors. Thus government money expended on such 
services was a dissipation of national savings. In order to rationalize such 
expenditure, there were attempts to demonstrate that changes in the health of 
populations would result in increased productivity and therefore, rising per 
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Capita incomes. Empirical findings were, however, contradictory. (Grosse 
and Harkavy, 1980.) An emphasis on expanding material production was not 
necessarily inconsistent in practice with the expansion of social services, as 
Russian experience had shown. But challenges to the “modernization” 
theories facilitated changes in ideas about the importance of the health sector. 


The “modernization” theories often made the assumption that developing 
countries were as yet unformed, infant versions of modern western societies. 
By following the same historical path as these societies, and particularly by in- 
dustrialization, they too would become “‘developed” in the sense of having 
high per capita national incomes. Rostow, for example, enumerated the five 
stages of development through which countries would pass to reach this point 
(Rostow, 1960). It was often implied that this path could be successfully 
followed by any country which could overcome its internal political and social 
weaknesses. 

One group of criticisms of ““modernization” theories focused on the use of 
average national income as a measure of progress. Some countries showed 
rapid economic growth and rise in per capita income, yet this income was con- 
centrated in the hands of relatively small elites, and many groups could be 
argued to be worse off than they had been, say, twenty years previously. 
There was growing scepticism about the idea that increased production would 
“trickle down” to improve the standard of living for all. For example, it was 
argued that the “miracle” of the “green revolution” (increases in agricultural 
output based on high yielding varieties of cereals) had actually led to no 
improvement in the productivity and income of poor farmers, and to growing 
marginalisation of subsistence farmers. 


Between the 1950s and the 1970s a change took place in attitudes towards 
inequalities between social groups. The focus was not limited to developing 
countries. From the early 1960s onward, the capitalist developed world was 
“re-discovering’ poverty (Abel-Smith and Townsend, 1970; Harrington, 
1962) and the debate engendered by revelations of grave differences between 
social classes led to a spate of re-thinking about social policies, stimulating 
new policy initiatives like positive discrimination (Evetts, 1970). It took 
time for the ideas to filter into the health field (Bryant, 1977) but in the 1970s 
the inequalities of health experience between social groups gained more atten- 
tion. 

Inequalities between groups formed the basis for some criticisms of the 
practice of defining development mainly in terms of national income. Dudley 
Seers for example, argued that it was more pertinent to look at unemploy- 
ment, inequality and poverty. If they had all worsened, then even if gross 
national product was rising, this was hardly a successful measure of develop- 
ment (Seers, 1969). He disagreed with earlier schools of economists who had 
always argued that in order to have growth inequality was necessary: that 
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rapid development demanded a high level of investment which could only 
come from the profits and savings of the rich, and that if these were 
squandered on better services for the poor, then development would not 
occur. In the late 1960s and early 1970s, experiences of countries like Costa 
Rica suggested that it was possible to have high rates of growth and to 
redistribute some of the benefits to the poor, improving their relative position. 
Growth and redistribution were not incompatible even within a capitalist 
system. | | 

From this view evolved the basic needs approach formulated first by the In- 
ternational Labour Office (Streeten, 1978). Thus it was suggested that 
progress in development should be measured by people’s access to the basic 
needs to sustain life — adequate food, shelter, clothing, drinking water and so 
on. Health was one of these factors. By improving health and the “human 
condition” enormous potential for development would be released. 

The ‘“‘modernization” theories assumed the context of a capitalist, or at 
least a mixed economy operating in a capitalist international system. But 
Marxist writers like Frank (Frank, 1967) and Baran (Baran, 1973) argued 
underdevelopment could not be seen outside the historical context of a world 
economy dominated by capitalism. The reasons for continuing underdevelop- 
ment lay not within the underdeveloped countries themselves but in their weak 
position within a capitalist system dominated by the industrialized powers. 
Thus developing countries had special problems largely engendered by those 
nations whose industrialization had taken place at their expense. Many 
writers, including non-Marxists, accepted Baran’s emphasis on the cons- 
traints on national development imposed by the international economic 
system. These writers made up the “dependency” school. 

Dependency was also seen as a technological and intellectual problem. The 
case in relation to health was argued succintly by Navarro (Navarro, 1974) 
who showed the negative effects in Latin America of using the developed 
world’s concept of health services and medical care. The inappropriateness of 
western medical ideology and practice became a central issue in changing 
ideas about health. 

Thus, recent criticisms of earlier development theories emphasized two 
particular aspects which affected health. One was the politics of inequality, 
and particularly the way in which urban elites were consuming health service 
resources at the expense of the majority rural population. The other was the 
concept of health, along with other social sectors, as part of an integrated 
package that would help conquer underdevelopment (Overseas Development 
Institute, 1979). 


2. Concern about poverty and population growth 
During the 1960s one of the common explanations about poor countries’ 
slow rate of development was that economic growth was being dissipated 
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because it had to be divided amongst ever more people. The growth in popula- 
tion was seen by many as a fundamental brake on development. The concern 
of the developed world however was not disinterested: it stemmed from the 
argument that the world’s resources were finite, and focussed on the one hand, 
on pollution and mis-use, and on the other, on increasing consumption 
demands. This last was made painfully clear to the rich countries by the shift 
in power towards the oil producers in the early 1970s. But concern was not 
only, or even primarily about limited resources and growing populations, but 
also about political security. In his 1979 presidential address to the World 
Bank, Robert McNamara was quite explicit about the dangers of un- 
controlled population growth: 

“Can we assume that the levels of poverty, stress, bbe: and frustration that 

such a situation could cause in the developing nations . . . would be likely to assure 

social stability? Or, for that matter, military stability?” (McNamara, 1979) 


However, the developing world’s view of the population “explosion” did not 
always coincide with the developed world’s view. At the United Nation’s 
World Population Conference in Bucharest in 1974 the Under-Minister of 
Health from the Chinese delegation said: 

“Ts it because of overpopulation that unemployment and poverty exist today? No, 

it is due to the exploitation, aggression and plunder of the Super Powers”’. 

(The Guardian, 1974) 

At the same Conference the Brazilian delegates were even more explicit: 
they argued that they needed an expanded population because: 

“*,. there are no Great Powers without a large population”. (Bunyard, 1974) 


However, the majority of the Third World considered there was a 
relationship between development, economic growth and population, and that 
their fertility rates were too high. 

The whole debate, encompassing both ends of the political spectrum led to 
an enormous increase in available funds for family planning in the late 1960s 
and early in the 1970s. By 1978 well over £300 million per year was spent on 
“population activities” by international, national and private sources, three- 
quarters of which went on family planning. (Berelson, 1980). 

Enthusiasm for birth control services as a panacea for population growth 
was tempered by the pressures exercised to make people comply in Indira 
Gandhi’s India and also by the increasing sceptism of the claim that finite 
world resources were being consumed by too many people. (Lappe and 
Collins, 1978.) Problems of acceptance and methods were greater than had 
been anticipated (Bicknell and Walsh, 1976). This was paralleled by the trend 
against vertical health services, emphasizing that family planning should 
become integrated into mother and child services. 

This is not to say, however, that the force of the argument in favour of limit- 
ing population growth in developing countries has diminished. McNamara, 
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quoted above, was speaking in 1979. There is still a fairly general consensus 
that fertility must be controlled if poor countries are to develop. The shift has 
been away from global preoccupations with population “explosion” towards 
family welfare because high fertility can increase maternal morbidity and 
mortality and put children at risk. More emphasis is thus being put on child 
spacing than on limiting the number of children in a family, and this is seen as 
an essential part of primary health care. 


3. Attacking the medical care model 


In the mid 1960s Maurice King’s widely disseminated book articulated a 
different approach to health services, particularly in Africa (King 1966). The 
book was the result of a symposium in East Africa, and reflected many 
people’s concern about the inappropriateness of the western model of medical 
care being imposed on, or copied by, developing countries. It also reflected a 
general dissillusionment with purely medical solutions. In spite of enormous 
inputs, many mass disease control programmes were failing for both technical 
and organizational reasons. (Cleaver, 1977.) There were successes, like the 
reduction of yaws, the control of malaria in some areas, and later, the eradica- 
tion of smallpox but the major debilitating or killer diseases like tuberculosis, 
gastro-enteritis, measles and so on, continued to take their toll. Many develop- 
ment projects like irrigation schemes or feeding programmes, had had the un- 
intended consequences of actually causing more disease (Taghi Farver and 
Milton, 1973). There were no “medical” solutions for malnutrition, a major 
complicating condition in many children’s illnesses. It was clear that other 
solutions — social, educational, economic and political — had to be sought. 

Reaction against mechanistic solutions to illness was one side of the equa- 
tion. The other was disillusion with hospital based and hospital oriented 
medical services. King’s book emphasised the need to look at the com- 
munity’s needs, that health services and training should be culturally based, 
and placed the underlying cause of most disease at the level of poverty. In 
order to increase access to health services the use of medical auxiliaries was 
strongly advocated and a general attitude, taken up by others later, was that 
appropriate technologies should be developed. Expensive medical equipment 
and sophisticated skills did not make sense in countries where foreign 
exchange was at a premium. It was during this period that the idea of basic 
health services (Djukanovic and Mach, 1975) was enumerated, advocating 
the further extension of peripheral health centres and dispensaries: improving 
access by taking services to where the people were. Basic health services* 


* It is easy to confuse the basic needs approach as enunciated by the International 
Labour Office in 1976 (see page 4) and basic health services which emerged as an 
alternative to centralized hospital services at the end of the 1960s. 
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thus paved the way for the primary health approach, by recognising the in- 
appropriateness of hospital care for many of the conditions that were being 
brought to hospitals, in the absence of alternatives, and by acknowledging 
that many sick people lived too far away to get to hospital in time for effective 
treatment. Basic health services it was argued, had to be not only available but 
also accessible and acceptable to the people. Later a fourth “A” was added: 
services had to be appropriate. 

These ideas from sections of the medical profession were supported by 
social scientists increasingly “poaching” on the medical arena, and raising 
doubts about the assumption that disease could be fully accounted for by the 
medical disease model based on molecular and cellular biology as its basic . 
scientific discipline (Engel, 1977). It was clear that social, psychological, 
behavioural and economic factors were important aspects of medical care: 
technological solutions did not always work. 

There were also immense problems of management, side effects and un- 
intended consequences in the prescription of drugs. Although sulphonamides 
in the 1930s and antibiotics in the 1940s greatly increased medical effect- 
iveness in disease treatment, medical intervention with some widely used psy- 
chotropic drugs was criticized for their sometimes negative addictive and 
dependency-creating effects. Ivan Illich argued that medical action or phar- 
maceutical solutions all too often actually made illness worse (Illich, 1975). 
Criticisms in the developed world were not limited to medical intervention 
however. The medical profession’s monopoly of knowledge was closely 
examined; dissatisfaction was being expressed with the private medical 
systems, especially the United States of America, and there was growing con- 
cern about the rising costs of medical treatment. All these issues served to 
raise doubts about the medical disease and medical care models and to shift 
health care from professional protection. It brought the politics of health care 
into the open. 

The issues were, of course, just as relevant to the Third World. The 
importation of expensive and sophisticated technology and training program- 
mes to deal with relatively rare conditions in developing countries represented 
a disproportionately high part of the national health budget. Further, it was 
clear that sick people sought help from a variety of sources, not only western- 
trained doctors, and recovered (Kleinman and Sung, 1979). ‘““Witchdoctors” 
slowly became the less pejorative “traditional practitioners’, and “medical’’ 
care increasingly became “health” care. 

Much of the debate that followed centred around the diffusion of 
technology: how, and why, independent countries retained colonial health in- 
frastructures, and aspired to ideals that were inappropriate to the health situa- 
tions in their own countries. From India, for example, Banerji suggested that 
the colonial inheritance had had deleterious effects on health services. The in- 
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appropriateness of selection and training, he went on to suggest, had alienated 
health workers from the people they served. The costly emigration of newly 
graduated doctors to the western developed world was indicative of a 
professional identification reinforced by inappropriate training, as well as the 
pull and push of market forces. (Banerji, 1974) 

The focus on the inappropriateness of aspects of western-type medical 
training for developing countries spilled over into other areas. For example, 
pharmaceuticals came under scrutiny, not only because of the often un- 
scrupulous behaviour of multi-national drug companies, but also because of 
poor prescribing habits, and the plethora of brand-named drugs which added 
to the costs of many countries’ health services. 

While the pattern of thinking about health was moving from medical care 
to health services and from disease care to health care what was not really 
being discussed from within was the notion of community involvement in its 
own health care. That came from another source, during the 1970s, especially 
from reports of experiences in China. 


4. Community involvement 


The idea of the Chinese barefoot doctor fired the imagination of the inter- 
national health establishment. There had long been other paramedicals work- 
ing in China and in various parts of the world, but what stimulated thinking 
about the Chinese system was the active inter-relationship between the 
barefoot doctors and their communities and the claims of successes of mass 
mobilization against endemic and preventable diseases like schistosomiasis. 
A handful of countries made radical shifts in health policy in the 1950s and 
1960s, and by the ’70s were recefving international attention for the resulting 
improvements in health status. Cuba, which lost one-third of its doctors after 
the revolution, reconstructed its basic health services, building up a network 
of polyclinics or health centres, and brought down its infant mortality rate 
to substantially lower rates than the rest of Latin America — 37-7 per 1,000 
in 1966 (Huberman and Sweezy, 1969), 19-3 per 1,000 in 1980 
(F. Hechavarria, 1980). Although using a fairly traditional model for its 
health service Cuba built in a variety of forms of popular community 
participation, and primary health care workers were expected to spend a 
relatively large part of their time in community activities (S. Guttmacher and 
R. Danielson, 1979). Vietnam (J. K. McMichael, 1976) and Tanzania 
(Chagula and Tarimo, 1975) also reported imaginative preventive and health 
care policies, utilizing auxiliary health workers. In all these countries there 
was some involvement of the community in health, whether through local 
organizations, or education campaigns (Hall, 1978). Mass campaigns made a 
significant impact on a number of diseases, with Cuba for example, eradicat- 
ing malaria (Challenor, 1975). 
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These national policies had also been tried for years in a number of small 
local voluntary projects by missionary groups, aid agencies and voluntary 
organizations. The community development projects of the 1950s and early 
1960s had set the scene. They had attempted to improve the general living con- 
ditions of poor, rural communities with the active participation, and, if 
possible, the initiative of the community. Multi-purpose workers, who lived in 
the communities, tried to stimulate community initiative when it was not 
spontaneous (Holdcroft, 1978). 

Many non-government organizations built on the community develop- 
ment ideas and related them to health. By the mid-1970s there were instances 
of ordinary village people receiving a short training and returning to their own 
villages to deliver a rudimentary primary care service (Newell, 1975). 
Although such projects often underlined the difference that could be made to 
acommunity’s health by community participation and mobilization, they also 
had the negative effect of emphasizing the powerlessness of the community 
within the larger society intent on preserving the status quo. They were also 
usually dependent on the voluntary organizations for limited financial 
support, which was not always on-going. 

Two international publications (Djukanovic and Mach, 1975; Newell, 
1975) were brought out in 1975 by the WHO, as attempts to publicize infor- 
mation about such policies and the countries in which they were being put into 
effect. They were also intended to act as catalysts to changing ideas about 
health, and the title of Newell’s book, Health By the People, encapsulated the 
essence of the alternative approaches to health care illustrated in the 
publications. | 


The role of the World Health Organization 


In mid-1973 Dr. Halfdan Mahler became Director General of the WHO 
and orchestrated a firm and more urgent policy message. Mahler began by la- 
menting the failure of the WHO and member states to promote basic health 
services and in taking steps to improve their utilization and coverage (Mahler 
1974a). He also emphasized that health was inextricably linked to the promo- 
tion of other social and economic endeavours and was itself an important 
factor in promoting development (Mahler 1974b). 


“The health of a population influences economic development and is influenced by 
it; itis itself an element or condition of development.” (Mahler 1974b) 


In 1975 Mahler launched the concept of “Health For All By The Year 2000” 
proposing 


“urgent action now to achieve in the twenty-five years of a generation what has not 
hitherto been achieved at all.” (Mahler, 1975) 


The same year, after the publication of the book, Alternative Approaches To 
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Meeting Basic Health Needs (Djukanovic and Mach, 1975), the first resolu- 
tion on primary health care was passed. 
“WHO and UNICEF should adopt an action programme aimed at extending 


primary health care to populations in developing countries, particularly those in- 
adequately provided with such care... .” (WHO, 1975) 


Primary health care was to be the strategy for reaching the goal of health for 
all by the year 2000. 

These various actions culminated in the holding of an international meet- 
ing, organized by WHO and UNICEF in Alma Ata, USSR in 1978. A report 
on primary health care (WHO-UNICEF, 1978a) was prepared and 
circulated beforehand, and from the meeting attended by representatives of 
134 governments and 67 international organizations, came 22 recommenda- 
tions (WHO-UNICEF, 1978b). They were based on the definition of primary 
health care made in the Declaration. 


The Primary Health Care Approach 


In summary, the sources of the ideas that led to the primary health care 
approach were: 

— Changing theories of development, which helped to link health to other 
sectors, emphasized the need for an integrated, inter-sectoral approach, and 
stressed equity in health service access and provision. 

— Concern about population growth which had its roots in many different 
places, and helped later to direct support to maternal and child health 
services. 

— Disenchantment with a technological approach to diseases and medical 
services which did not sufficiently consider social, economic and political 
aspects of life. It was argued that health care had to be more appropriate to 
the situation in developing countries. 

~ And finally, from the reported successes of community participation in 
health in a few countries, especially China, and from some well known pro- 
jects, community health workers became part of the new approach to health 
care. 

From such diverse sources as these evolved the primary health care 
approach, a broad policy concept advocating the provision of front-line, first- 
contact services within the framework of five basic principals. These are: : 

equitable distribution, community involvement, focus on_pre- 
vention, appropriate technology and a multi-sectoral approach. 

Thus countries should be thinking of ways of extending health services to 
often neglected, rural or urban slum populations. Instead of concentrating on 
“improving” urban health services so that they mirror the sophisticated range 
of services of the developed world, countries should be thinking of ways of 
making reasonable services available to all. This means resisting strong 
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political pressures and favouring groups who have little political or economic 
influence. } 

The involvement of individuals in promoting their own care is seen to be 
essential to a community’s future well-being. This may range from simply 
gaining knowledge through health education, or mobilizing the community 
for immunizations, to their having a role in decision-making, from choosing 
health priorities to allocating resources. 

Prevention is vital to solving a community’s problems in the long-run but 
not always the answer to individual problems in the short run. Thus preven- 
tive services have to exist side by side with curative services: sick people want 
to get better. Once they are better, and have faith in the health worker, they 
may be more open to ideas about prevention. 

Appropriate technology should not be seen as a second best solution. As 
Mahler has said, it may be simple technology but it is not simple-minded. It 
should be acceptable, cost-effective, cheap and locally available. He gives as 
examples the efficacy of a bifurcated needle in place of a jet injector for small- 
pox, and simple preparations for use in oral rehydration in the home (Mahler, 
1980). 

Finally there are other influences on health, both harmful and beneficial, 
from housing, transport, food production, irrigation and water supply. These 
all come under different government sectors, but all may affect the overall 
well-being of communities. It is necessary, therefore, to consider the health 
aspects of all areas of development. 

Within the framework of these principles, the basic components of a 
primary health care service are: 


— education about diseases, health problems and their control 
— safe water and basic sanitation 

— maternal and child care, including family planning 

— immunization against major infectious diseases 

— appropriate treatment of common diseases and injuries 

— provision of essential drugs. 


It is a basic tenet of the primary health care approach that such services 
should be delivered by different levels of auxiliary health workers, and where 
practical, traditional practitioners should be integrated with the health 
services. A referral network should exist to give mutual support at all levels, 
for patients requiring medical care not locally available. 

These are just a few of the strands that together influenced the primary 
health care approach. How it is put into practice remains to be seen. The 
World Health Organization has chosen to promote the primary health care 
approach largely as an attempt to stimulate countries to extend health 
services to neglected groups. As an international organization it has a central 
role to play as a diffusor and catalyst of ideas, but always has to tread a care- 
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ful political path, not favouring one political ideology or another. As diffusor, 
the organization may “oversell” a particular policy, in its attempts to catch 
the public imagination and stimulate action, which may lead to later 
disenchantment or disillusion as for example in the malaria programme 
(Farid, 1980). And in order to remain politically uncontentious, WHO 
policies may be so general, and so comprehensive as to be non-operational. 
Some have argued that the primary health care approach falls into this trap 
although attempts are being made to spell out more precisely how the rhetoric 
can be translated into practice (McMahon, 1980; Passmore, 1979). Some of 
the implications of policy implementation are now discussed. 


IMPLICATIONS OF IMPLEMENTING PRIMARY HEALTH CARE 


While there is little disagreement about the five underlying principles of the 
primary health care approach they do not add up to an operational policy. 
There are many political, economic, planning and management difficulties in 
putting them into effect. Some of these problems will now be discussed. 


Political and economic implications 


The essential feature of primary health care is that it involves a shift in 
health resources towards a more equal distribution in the country. This re- 
quires “strong political will and support at both national and community level 
reinforced by a firm national strategy” (WHO — UNICEF, 1978a). But this is 
easier said than acted upon. “Political leaderships which have depended for 
their active support on the urban elite would have to find wider constituencies 
of support . . . the meaning given to equity is a matter for political decision at 
the highest level. This is inescapable.” (Abel-Smith & Leiserson, 1978). Urban 
elites (professionals and consumers) may support politicians’ wishes to extend 
primary health services to rural areas, only so long as the city services they 
utilise are unaffected: since it is often those city services that demand a 
disproportionate part of the health budget, this may be a contradictory posi- 
tion. 

Many of the people who attended the Alma Ata conference were 
representatives of their governments but they were largely from Ministries of 
Health which are recognized to be relatively weak in comparison with other 
ministries. The health ministry has to compete with other ministries for 
resources, and will usually have lower status than say, defence, foreign affairs, 
planning, finance, industry, and so on. Finance and planning ministries would 
have to be won over to the importance of the concept of primary health care 
because there may be profound financial implications in the provision of 
primary health services, both in terms of trying to expand the health budget 
and in changing the emphasis of existing resource allocation patterns. 

In areas where no services exist, initial investments in training, vehicles, 
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equipment and buildings will be needed. Most of these costs will have to be 
met by governments, although communities may bear part of the burden, 
supplying labour and even building materials for simple constructions. 
Recurrent expenditure, as opposed to initial investment, on training, drugs 
and other supplies, transport, spare-parts and wages, may be an even greater 
burden, although here again, communities may help by supporting health 
workers or making small payments for certain health services. The referral 
system for primary health care services is highly dependent on expensive 
transport and communication systems. 

While outside funds from international aid agencies or private voluntary 
organizations may be forthcoming for primary health care, adding to in- 
digenous resources, they may have negative consequences (Briscoe, 1980). 
Donor resources may contribute usefully to investment, but most countries — 
have to meet their own recurrent costs. Communities or local governments 
may be limited in their ability to contribute sizeable sums, although it is 
important to recognize their potential and encourage mechanisms for the 
local creation and disbursement of resources. This will almost always have to 
be matched with appropriate support from the national level however. 
Ministries of Health will therefore need to look at the way national health 
resources are allocated and consider ways of re-allocation within the national 
health budget. 

Thus, investment in buildings will need to be directed towards health 
centres and health posts, and expenditure on already existing hospitals 
restrained. This may mean a radical restructuring of spending on medical 
technology and pharmaceuticals, both of which consume disproportionate 
amounts of foreign exchange. Resources will also have to be re-orientated 
towards transport, supplies and other support systems at the periphery (Gish, 
1978). 

The resources to finance primary health care may well be available. It has 
been claimed that 


“even without substantial reallocation of existing expenditure over the next two 
decades most countries will be able to meet the costs of basic health care, if the 
efficiency of the system is carefully monitored.” 

(Golladay & Liese, 1979) 

However, there are many political barriers to overcome. Governments are 
always tempted to allocate scarce resources to vocal groups who demand 
access to reasonable services — in the cities — and to economize on services for 
the typically politically inarticulate in rural areas. 

Moreover, how seriously Governments will want to effect a national 
change is open to question. If, as Werner suggests, health workers become 
“change-agents” (Werner, 1978) or consciousness raisers, then Navarro’s 
“disenfranchised majorities” (Navarro, 1974) may become increasingly 
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aware of the maldistribution of power and therefore resources, both in and 
out of the health sector, and try to do something about that imbalance. Since 
health status and the provision of health services reflects the economic and 
political system, the more repressive countries probably do little more than 
pay lip service to the primary health care concept, not only for the reason 
postulated above, but because of loyalty to supporting elites. Projects will be 
particularly vulnerable if they are seen to get ‘“‘out-of-hand”, and even if they 
are tolerated, their impact overall may be small. 

Political implications are not limited to national levels. Even at village level 
there may be considerable conflict between different status groups or classes 
resulting in the sabotaging of primary health care plans (Williams & Satoto, 
1980). A tendency to idealise village communities has sometimes obscured 
the reality of community power structures, jealousies and divisions. 

Professional politics will also be played at all levels. Not all doctors have 
been won over to the idea of training ancillary workers, much less to the con- 
cept of prevention first. Their first interest is still likely to be curative medicine 
and the concomitants of that are the best possible diagnostic and treatment 
facilities, often irrespective of cost. Of course many doctors are sympathetic 
to the wider concept of health rather than disease, but this will often depend on 
how they are selected and trained. However, professional jealousy or status 
concern is not the prerogative of the doctor: medical assistants, nurses, and 
other ancillary workers may identify more closely with elite groups than with 
the people they serve. (Kromberg 1978). Training is acknowledged as being 
all-important in guaranteeing a certain level of commitment: but how to instil 
this commitment is not so easy. What is clear is that the primary health care 
approach is essentially political which is not the impression it might give 
having been so enthusiastically endorsed at Alma Ata by countries represent- 
ing a wide range of political ideologies. The way it is implemented in each 
country will reflect the political priorities of that country. Up to now the 
discipline of political organizations and the ability to mobilise on a mass scale 
have seemed to be important components in the success of primary health 
care schemes. 

While politics is perhaps the kernel of primary health care policy there are 
other difficulties in applying it — weaknesses which have not been sufficiently 
discussed. They fall into two broad categories: planning problems and 
management problems, which are not always easily distinguishable. 


Planning problems 


While there is increasing government involvement in social policies like 
health in many developing countries, there is still considerable private provi- 
sion of “modern” services. This may be through professionals who work only 
part-time for the government, or through non-governmental organizations 
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which may be strongly bolstered by international aid agencies. Most develop- 
ing countries also have a flourishing indigenous private sector. While all these 
may exist in response to demands and, it is often argued, be more flexible and 
innovative than state concerns, they may limit the implementation of national 
government policies. The government may not have a firm hand or much 
control in this sector. Putting primary health care into effect may thus result 
in a very patchy service throughout the country. On the whole this is not 
recognized in the primary health care approach. 

Nor is there much discussion of the difference in methods of planning. 
Although most developing countries have some degree of mixed economy, 
some are more centrally planned and controlled than others. This too will 
effect planning, and thus policy implementation within the health sector, as 
well as resource allocation between health and other sectors. ; 

Those countries which are essentially centrally controlled may have 
difficulty in applying one of the underlying principles of the primary health 
care approach: community participation in decision-making. It may mean 
that not even the health workers at local levels are involved much in defining 
health priorities or deciding health actions. Even if a certain level of local 
autonomy Is allowed, if this does not include control over expenditure, it may 
be limited to purely administrative decisions. 

At least some of the rationale for the primary health care approach has 
come from the known successes of local projects. Replicating such projects 
on a national scale to make a coherent service may be difficult, simply since 
local projects are, by definition, strongly affected by local conditions: for 
example particular disease patterns, patterns of migration, modes of work, 
religion, social and cultural norms, and availability of personnel. The success 
of a number of small projects has been due to one or two particularly able or 
charismatic leaders, a factor not easily reproducible in other situations. 

Thus, while community involvement in decision-making in health promo- 
tion, and in self-reliance has been promoted as fundamental to the primary 
health care approach, and several projects have been studied to see how far 
such participation actually works (UNICEF-WHO 1977), there are still 
many unknown factors related to such involvement. For example it is un- 
certain to what extent traditional authority structures are important. Creating 
a national planning process in which communities can be involved is by no 
means an easy goal, even if it is accepted as desirable. 


Management problems 


Planning remains a paper exercise unless plans are put into effect. This re- 
quires management and organization, key factors in the overall success of a 
primary health care policy. A village health worker scheme may stand or fall 
depending on the support and supervision received from the other levels of the 
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health service. Much has been said of village health workers, but little about 
Other types of community health workers who may, for example, have 
important supervisory and support roles. This emphasis on village health 
workers above other types of workers in primary health care has led to some 
neglect of the roles of other auxiliary health workers in primary health care. 

Managing contradictory demands may also create confusion and conflict. 
The dilemma, for example, of obtaining a balance between curative and pre- 
ventive care at the primary level is often ignored. People want to be treated 
and cured, not told what to do to prevent illness, or worse, what should have 
been done to prevent their illness. A good health worker may be inundated 
with patients, leaving no time for preventive work, where results are slower 
and harder to appreciate. At higher levels there are always conflicting 
demands in the allocation of resources on acute versus chronic care, and on 
cure versus prevention. 

Purely organizational problems exist too, the logistics of supply being a 
major one. It may be possible to identify essential drugs, but what is even 
more essential is ensuring their distribution on a routine and consistent basis. 

Integrating the health sector with others is also not easy. Co-ordination 
that goes beyond multi-departmental or multi-ministerial meetings may be 
time-consuming and create as many conflicts as it alleviates, although 
collaboration at local level may be considerably easier. Inter-sectoral jealousy 
or simple organizational difficulties may interfere with good integrative inten- 
tions at national or local level. This is true too for planning. Organizing the in- 
volvement of communities, especially in “bottom-up” planning systems may 
demand patience lacking in busy bureaucrats who want to show quick results. 
Differences in status and position, fluency and articulateness, will exacerbate 
difficulties in community participation unless there is a great deal of 
awareness. In countries where there is no common language, communication 
is doubly difficult. 

The whole problem of collaborating with traditional practitioners in the 
health system is often somewhat idealistically treated and illustrates the sort 
of gap that can exist between planning and management in putting plans into 
effect. The difficulties of co-ordinating a private medical system and a govern- 
ment health system, are real enough. Further co-ordination with an in- 
digenous system, which has many kinds of healers with varying degrees of 
professionalization can be daunting. And while there have been examples 
which show that traditional midwives can be successfully taught improved 
hygiene (WHO, 1976), few studies have measured thejimpact of their improved 
knowledge. : 

These are just a few of the difficulties of translating the underlying 
principles of the primary health care approach into reality. Some of the 
weaknesses have been pointed out above. For example, there has been up to 
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now, a strange neglect of peri-urban and urban poor who make up an increas- 
ing percentage of many developing countries’ populations. People who work 
in cement cities, but live in favelas, under shanty roofs, without electric light or 
sewerage systems, with stand pipes down the road, who walk miles into work, 
or are squashed into poor and overcrowded transport, may be worse off than 
their rural cousins. The difficulties are compounded for those who are un- 
employed as well. If the goal of Health For All by the Year 2000 is serious, 
then more thought must be given to primary health care in cities. 

Although the primary health care approach has been limited to a number of 
essential components, it may nevertheless be necessary to decide on priorities 
within priorities — like particular conditions, special social groups, or even 
geographical areas. 

Finally, there is always the danger that the primary health care approach 
will be seen as the new panacea. To avoid disappointment, it must be recog- 
nized that primary health care is one part of a health system which must rely 
for support on other levels of services. In fact, the only reason that many 
countries can think in terms of introducing primary health care is because the 
infrastructure is there. Aid posts, health centres and district hospitals all exist 
and will be needed to support the base. How resources are re-directed and 
how they are managed, will be vital factors in the success of primary health 
care. This is a point often overlooked. The paucity of literature in this 
bibliography on the management aspects of integration, information and 
referral systems, is indicative of the general failure to appreciate this fact. 

Proponents of the primary health care approach are not unaware of these, 
and other, difficulties. The message must be bold enough to inspire people, but 
while not wanting to deny the impetus of this health initiative it is as well to 
recognize early on the difficulties contained in the primary health care 
approach: evaluation begins now. 
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1. HEALTH AND DEVELOPMENT 


B. Abel-Smith and A. Leiserson, 1978, Poverty, Development and Health 
Policy, WHO, Geneva, 109 pages. 


Excellent, concise introduction to the inter-relationship between poverty, develop- 
ment and health. General readers should not be put off by the fact that half the book is 
devoted to the economics of health services: the analysis is clear and simply written 
with no jargon. Beginning with the inequity of past development that has resulted in 
very little change in the lives of the poor in developing countries, over the past thirty 
years, it goes on to analyse the health services and their failures to meet needs. The 
conclusion is that what rural people of the developing world need most to improve 
their health is more food, better balanced diets, immunization, safe water supplies, 
efficient disposal of human waste and family planning services. Enormous improve- 
ments in health could be attained without any use of high technology. The authors do 
not underestimate the difficulties of changing health service priorities and the second 
half of the book looks at the economics of health policies. However, the point is 
strongly made that the political problems of securing the drastic reorientation in 
health priorities are formidable. 


F. J. Bennett, 1979, ‘“‘Primary Health Care and Developing Countries”, 
Social Science and Medicine, 13A, pp. 505-14. 

A good historical review of the factors leading up to the primary health care 
approach, with some examples of national plans to introduce primary health care in 
the Sudan, Tanzania, Ghana and India. The author then focuses on important com- 
ponent factors like community involvement, supervision of health workers, 
appropriate technology and so on, pinpointing some of the difficulties likely to arise. 
Good background material. 


A. Benyoussef and B. Christian, 1977, “Health Care in Developing 
Countries’, Social Science and Medicine, 11, pp. 399-408. 


Overview of the general health situation in developing countries, and responses to 
it, with illustrative examples from particular projects in various countries — China, 
Tanzania, Venezuela, Cuba, Niger, India, Iran, and the Sudan, the last being the most 
discussed. A reasonably useful general paper, but rather superficial since it covers a 
lot of ground. 


J. Bryant, 1969, Health and the Developing World, Cornell University Press, 
Ithica, 345 pages. 


Sympathetic study based on a number of visits to developing countries. It looks at 
the problems countries face, how some (Malawi, Senegal, Sudan, Thailand, and 
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Colombia) were meeting their health problems and discusses the interaction of health 
issues and national development. Later chapters are more specifically about training 
the health.team, the economics of medical education, and the donor agencies. 
Attractively written and easy to read, it makes a good introduction. 


J. Bryant, 1980, “WHO's Program of Health For All By The Year 2000: A 
Macrosystem for Health Policy-Making — A Challenge to Social Science 
Research”, Social Science and Medicine, 14A, pp. 381-6. 


A clear, if somewhat idealistic, view is presented on how the idea of Health For All 
originated and what it means. An attempt is made to trace its foundations, from 
changing ideas about the nature of development, and the importance of social justice 
to the international trend away from technical assistance. This last point is taken up 
by F M Mburu on the pages that follow, in a critique that questions many of Bryant’s 
assertions. Worth reading the two papers together. 


V. Djukanovic and E. P. Mach, 1975, Alternative Approaches to Meeting 
Basic Health Needs, UNICEF-WHO, Geneva, 116 pages. 


The book that first publicized the idea of the primary health care approach. After 
analysing the obstacles to be overcome in order to improve health services (ranging 
from the lack of clear national policies to problems of transport and communication) 
nine case studies are presented. Alternative approaches in Bangladesh, China, Cuba, 
Tanzania, Venezuela, Yugoslavia, India, Niger and Nigeria are described. It is still 
one of the best introductions to the issues in primary health care. 


G. Djurfeldt and S. Lindberg, 1975, Pills Against Poverty, Scandinavian In- 
stitute of Asian Studies, Monograph Series 23, 216 pages. 


A case study of health and health policies in a Tamil village twenty miles south of 
Madras. It starts by showing how the health situation in the village is a consequence of 
the prevailing economic and political order. The authors describe the caste, kinship 
and family structure, geography and climate, economio and administrative structures 
of the village, and then look at the disease panorama — relating morbidity and 
mortality to levels of poverty in the village. They used both qualitative and quantita- 
tive methods to get their information: a census of demographic and economic data, a 
sample survey of 200 households, and extensive interviews. The result is a rich 
mixture of information on attitudes and patterns of use of health services, both 
allopathic and traditional. Highly recommended. 


O. Gish, 1979, “The Political Economy of Primary Care and ‘Health by the 
People’: An Historical Exploration”, Social Science and Medicine, 13C, pp. 
203-11. 


Discussion about the development of health services in the third world, and the 
wider pressures that led to the primary health care approach and health by the people. 
It traces the colonial and post-independence periods and how health services were 
affected, and moves on to a rather general discussion arguing that false distinctions 
have been drawn by talking about health “by” or “for” the people, and that “with” is a 
more reasonable term. 
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O. Gish, 1978, “Primary Health Care Planning Strategy”, Carnets de 
l’enfance, UNICEF, 42, pp. 46-56. 


An analysis of the issues in planning at national level for primary health services. 
After a brief historical explanation of the change towards a primary health care 
strategy, the author examines the data required and planning process to be followed in 
order to achieve the goal of greater social justice in health. He looks at aspects of 
health personnel, planning, financing, strengthening planning procedures and collec- 
tion of data, and emphasizes how areal redistribution of resources could redress seme 
of the imbalances of the past. Well-presented and particularly useful for national 
planners. 


C. Hughes and J. Hunter, 1970, “Disease and ‘Development’ in Africa”, 
Social Science and Medicine, 3, pp. 443-93. 


Now classical, long article on the relationship between development and disease in 
Africa. The authors explore thoroughly common disease patterns in Africa, and the 
disbenefits of development — the way development has actually fostered disease. For 
example, they suggest that transferral of populations from one area to another 
because of dam construction resulted in an outbreak of sleeping sickness and a decline 
in nutritional standards: that irrigation schemes have spread the incidence of bilharzia 
and malaria. This section, and the results of urbanization are illustrated with many 
examples: the evidence for the argument is extensive. There are over 200 references. 


V. Jagdish, 1980, “Primary Health Care in Rural India”, Tropical Doctor, 10, 
pp. 38-41. 


In spite of an early system of health centres set up in rural India, most studies 
assessing their effectiveness present a rather dismal picture of the provision of health 
care. This article points to some of the reasons for disappointing results: lack of in- 
teraction with district hospitals; poor co-ordination between medical officers in health 
centres, and poor relationships between these doctors and development officers. 
Doctors often express professional dissatisfaction and complain of bad facilities. Even 
in the community things are bad: health auxiliaries have not, on the whole, been 
accepted by the people, and their effectiveness is limited because of the number of 
people they have to serve. 


M. Kromberg, 1978, “New Music — Old Harmony”, Development Forum, 6, 
p. 6. 


Lively article that looks at some of the underlying assumptions of the primary 
health care approach. Argues that socio-economic conditions have a profound in- 
fluence on health, and the division in all societies between “haves” and “have nots” 
cannot be transcended by the health sector. The author points to a type of village 
health worker trained in Botswana since 1970 — family welfare educators. Over the 
years they have become well-paid, and distanced from the poor: they identify with the 
bureaucratic class and say the poor are “difficult”. The author argues they have lost 
their identification with the people they serve, and thus lost their effectiveness as a 
vehicle for social change. Useful for demonstrating politics and health at the micro- 
level. 
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A. C. Laurell et al., 1977, “Disease and Rural Development: A Sociological 
Analysis of Morbidity in Two Mexican Villages”, International Journal of 
Health Services, 7, pp. 401-23. 


The authors were interested in the social causes of disease. They hypothesised that 
the economic structure and social relations of production and exchange, determine to 
some extent, disease patterns. To test the thesis they looked at two rural village com- 
munities in Mexico, one of which was more “developed” than the other (according to 
access to land, numbers employed in wage labour, family structure and so on) and 
found that the more “developed” village had a higher incidence of morbidity than the 
poorer village. As they point out, the theoretical problems of doing a study of this kind 
are enormous, and although their findings are therefore open to criticism, it is an in- 
teresting study. 


H. Mahler, 1980, “Use your WHO”, WHO Chronicle, 34, pp. 455-60. 


In this address to ministers of health, directors of health services, and other senior 
people responsible for health services in countries throughout the world, the Director- 
General of the WHO looks at primary health care policy, and makes suggestions 
about how it can be put into effect. He focuses on some of the problem areas, pointing , 
out, for example, that even though the provision of primary health care has been 
narrowed down to eight essential elements, it may still be necessary to choose 
priorities within priorities, focusing for example on geographical areas and on special 
social groups at first. He ends with a guide on how the World Health Organization can 
help countries move towards health for all by the year 2000. Useful as a policy state- 
ment on the practicalities of implementing primary health care. 


H. Mahler, 1980, “People”, Scientific American, 243, pp. 63-73. 


In this article, one in a special issue on economic development, Mahler argues that 
health for all is not just a by-product of development, but a primary lever for initiating 
the development process itself. He reviews the relationship between poverty and 
disease, and argues that the equitable distribution of health resources is basic to rais- 
ing the general standard of health in any country. He explores the principles underly- 
ing the concept of primary health care, and spends some time looking at the issue of 
population growth and fertility rates. The article is illustrated with several graphs and 
tables and is a useful synthesis of the ideas behind the primary health care approach. 


O. Mellander, 1974, “Development and Health”, Environmental Child 
Health, 20, pp. 243-50. 


Some of the blocks on development are considered, and a hearteningly sceptical 
view taken of the decision process in relation to malnutrition and health: each of four 
people are considered — the mother, the local doctor, the adminstrator in the capital 
and the planner — and the difficulties faced by each one. The Chinese barefoot doctor 
is presented as an alternative and some comparisons made between medical education 
and health services in China and developing countries “under western influence”. 
While perhaps a little idealistic the article still makes valid points in a lively way. 
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V. Navarro, 1974, “The Underdevelopment of Health or the Health of Un- 
derdevelopment: An Analysis of the Distribution of Human Health 
Resources in Latin America”, International Journal of Health Services, 4, 
pp. 5-27. 

Analyses the theories of underdevelopment and shows how they relate to health 
issues. Thus the author looks at the flow of human capital in the health sector from 
developing to developed countries, the imbalance in consumption of health care in and 
between regions, and concludes that the highly skewed distribution of human health 
resources in Latin America is a symptom of the maldistribution of resources in the 
different sectors of the economy. This it is argued is due to the economic and cultural 
dependency of Latin American countries, and to the control of the distribution of 
economic and social resources (including health resources) by a national bourgeoisie 
with foreign links. A little difficult for those new to the ideas, but repays coming back 
to. A very important publication. 


K. W. Newell, 1975, Health by the People, WHO, Geneva, 202 pages. 


This is the popular version of the Djukanovic and Mach book on alternative 
approaches to basic health services (see page 22). It is composed largely of detailed 
case studies which illustrate successful solutions to common health problems, in the 
People’s Republic of China, in Guatemala, India, Indonesia, Iran, Niger, Tanzania, 
and Venezuela, some of which are covered in less detail in the former book. It is easy 
to read, the final chapter drawing together the different cases, to see what general 
principles could be used to help other countries and communities improve their health. 
Valuable introduction but becoming a little dated. 


K. W. Newell, 1976, “Health Care Development as an Agent of Change’, 
WHO Chronicle, 30, pp. 181-7. 


The author discusses the move from a medical illness model of health to health 
promotion, viewed from the social point of view. He then traces the first public policy 
statements made in relation to the promotion of primary health care to the 28th World 
Health Assembly when the Director-General of the World Health Organization called 
attention to the under-served millions among rural populations. He explains the 
difference between primary medical care, the first contact of the sick person with the 
health service and primary health care which is much more inclusive. This is a useful 
general background article because it also offers some explanations about why so little 
action had been taken. 


O. Nordberg, ed.; 1975, Action for Children: Towards an Optimum Child 
Care Package in Africa, The Dag Hammarskjold Foundation, Uppsala, 238 
pages. 

This is a glossy but useful book based on the proceedings of a seminar held in 1973 
on the “dilemma of quality, quantity and cost in African child care’. The book com- 
bines a problem-solving focus (looking at dilemmas that face health workers at 
different levels and discussing how solutions are sought) with a broad social and 
economic overview. It is an example of the sorts of changes in thinking that were 
occurring in the early 1970s, that led to the adoption of the primary health care 
approach. 
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R. Passmore, 1979, “The Declaration of Alma Ata and the Future of Primary 
Care”, Lancet, 2, pp. 1005-8. 


Provocative article arguing that “Health For All By The Year 2000” is an absurdity 
and health education would be more effective if called disease education. However, in 
discussing the concept of health covering the philosophical ground of human rights, 
altruism and egotism, the author is not totally dismissive of primary health care. In- 
stead, he asks what is practical and possible, and suggests eight objectives that could 
be reached, to improve people’s health. The medical aspects of primary care are 
stressed on the grounds that a prompt and effective medical service is respected by the 
community and paves the way for preventive services. | 


J. Ratcliffe, 1978, “Social Justice and the Demographic Transition: Lessons 
from India’s Kerala State”, International Journal of Health Services, 8, pp. 
123-43. 


An article about one of the poorest states in India, which has the highest levels of 
literacy (60%), life expectancy (60-9 years), female education and age at marriage, 
and a birth-rate that fell from 39 per 1000 in 1961 to 26-5 in 1974 (35-9 for all India). 
Infant mortality rates in 1974 were 55 per 1000 compared to 122 per 1000 for all 
India. The author analyses the reasons for this outstanding social development, and 
Suggests that it has been achieved through implementing development strategies based 
on equity considerations. Kerala is distinguished from other states by its more just 
and equitable political economy (through land reform, for example) so that the quality 
of life has improved substantially for the broad majority of people. It is suggested that 
because of this population growth has slowed down. An excellent example of the inter- 
relationship between socio-economic and political factors on development and health 
matters. Extremely interesting. 


World Bank, 1980, Health: Sector Policy Paper, World Bank, Washington, 
85 pages. 


One of the best, quick introductions to the problems of health in the third world. 
This book covers the causes of poor health in developing countries and then explores 
the policy implications. It is particularly interesting to note that although the World 
Bank has financed health components of development projects in various sectors for 
many years, a formal policy towards health was only adopted in 1974. This change in 
policy is discussed in the last chapter, after a section on external assistance in health 
from the World Bank and other United Nations agencies. There are eight useful sets of 
tables on health data in selected countries. | 


World Bank, 1980, World Development Report, Oxford University Press, 
Oxford, 166 pages. 


A useful world view of the economic perspectives of developing countries be- 
tween 1970-1980. Developing countries are being faced with slower growth, severe 
payments imbalances and high energy costs and the report stresses that it is the 
poorest countries in particular who face acute hardships. The Report examines some 
of the difficulties and prospects for social and economic development and its role in in- 
creasing growth and reducing absolute poverty. A detailed look at education, health, 
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nutrition and fertility issues helps to show how central they are to raising incomes and 
redressing some of the worst aspects of poverty. Practical problems and priorities are 
clearly presented. Twenty-four tables of indicators provide information about the 
main features of social and economic development in selected low-income and middle- 
income developing countries, 18 industrialized countries, 5 capital-surplus oil export- 
ing countries and 12 centrally planned economies. 


WHO - UNICEF, 1978, Alma Ata, 1978. Primary Health Care, Geneva, 79 
pages. 


This book is divided in two. The first half includes the Declaration of Alma Ata, the 
Report of the Conference and the Recommendations. The second half contains the 
document which was circulated widely before the Conference, which was the Joint 
Report of the Director-General of the WHO and the Executive Director of UNICEF 
on Primary Health Care, and which is available as a separate publication. This second 
half is an analysis of the situation that led to the adoption of the primary health care 
approach and which evolved over years, partly in the light of experience gained in 
basic health services in a number of countries. It relates primary health care to 
development, looks at some of the operational aspects of putting it into practice and 
argues that firm national strategies and international support are vital for the success 
of the primary health care approach. Essential reading. 


World Health Organization, 1979, Formulating Strategies for Health for All 
by the Year 2000, WHO, Geneva, 59 pages. 


This short book introduces Health For All By the Year 2000 as adopted by the 30th 
World Health Assembly in 1977, giving the principles underlying the idea. It goes on 
to look at how to formulate national, regional, and global strategies. Under each sec- 
tion there are operational plans of action, with a consideration of the various cons- 
traints. There is also a short discussion on monitoring and evaluation, and the role of 
the WHO itself, this last being expanded in the final chapter. The last few pages con- 
tain a timetable for formulating strategies. It is an optimistic view of the difficulties of 
implementing such a strategy and should be read after the previous reference. 


2. HEALTH SERVICE PLANNING AND ORGANIZATION 


B. Abel-Smith, 1976, Value for Money in Health Services, Heinemann, 
London, 222 pages. 


Review of the issues involved in how countries all over the world spend money on 
health services. Particularly interesting is the Health and Economic Development 
chapter, where the complicated issues of the economic effects of health services are 
discussed clearly, showing that some health measures can be justified in terms of costs 
saved for society quite apart from their social value, but that others may compete with 
other activities for investment. Planning in Developing Countries touches on the con- 
flicts between urban demands and rural needs, and between private practice and 
public service, issues that often lie at the heart of the problem of planning in developing 
countries. Excellent. 
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J. Aranda-Pastor et al, 1978, “Planning a Food and Nutrition Surveillance 
System: the Example of Honduras”, American Journal of Public Health, 68, 
pp. 748-50. 


A description, in outline, of an attempt to establish a food and nutrition surveillance 
system in Honduras. Indicators used fell into three areas — (1) food supply (rainfall, 
crop predictions, crop harvested, land tenure) (2) food consumption (retail price of 
basic cereals and pulses, dietary patterns, school absence, food rations distributed) (3) 
biological utilization (mortality and morbidity data, birth weight, growth data, im- 
munizations). This was a pilot study and has not yet been evaluated, but it is a useful 
guide for thinking about the sort of information needed to monitor nutrition levels 
over time. 


M. B. Bader, 1977, “The International Transfer of Medical Technology — An 
Analysis and a Proposal for Effective Monitoring”, International Journal of 
Health Services, 7, pp. 443-58. 


The concern about the inappropriateness of much medical technology in the third 
world is discussed at four levels: (1) in medical education, research and missions, 
where so often the orientation is towards sophisticated western concepts, removed 
from the realities of most developing countries: (2) in multinational corporations and 
hospital construction where the profit motive is all-important and the recurrent costs 
of running modern hospitals prohibitive; (3) in WHO technical assistance, which the 
author claims is dependent on the ideology of the receiving country for its 
effectiveness; and finally in bilateral aid where donor countries help themselves more 
than the developing countries. This is an excellent discussion of the problem. 


D. Banerji, 1974, “Social and Cultural Foundations of Health Services 
Systems’, Economic and Political Weekly, Special number, pp. 1333-46. 


Closely argued account of how India’s modern health services have not served the 
people’s needs. The article presents some findings from an empirical study of the 
health behaviour of rural populations, which underline the fact that there is consider- 
able active interest among villagers in acquiring both preventive and curative services. 
Most villagers wanted western (allopathic) medicine, irrespective of social, economic 
and occupational considerations. The author explains the myth that rural populations 
are resistant to western systems of medicine, by looking back at the colonial model of 
health care adopted by India even after Independence. This is excellent background 
paper for material on planning health services. 


G. H. Beaton and J. M. Bengoa, 1976, “Practical Population Indicators of 
Health and Nutrition”, Nutrition in Preventive Medicine, Monograph no. 62, 
WHO, Geneva, pp. 501-18. 


Clear discussion of a few practical indicators that can be used in assessing the mag- 
nitude of protein-energy malnutrition. The authors point out that there are limitations 
in their lack of specificity and possibly in limited sensitivity, but as long as these are 
understood, mortality, birth weight, weight and height at particular ages and age of 
menarche are all useful indicators of functional development. 
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B. Berelson et a/, 1980, “Population: Current Status and Policy Options’, 
Social Science and Medicine, 14C, pp. 77-97. 


This paper summarizes in detail the current status and options in population affairs. 
After tracing the growth of interest in population matters, the changes in programmes, 
policies, and knowledge, it focuses on projections and policy options in developing 
countries. The pro-natalist policies of developed countries are also discussed. There is 
a wealth of information in the text and appendices that follow, and a helpful up-to-date 
bibliography. This is one article in a whole issue devoted to health and population in 
developing countries. Extremely useful review. 


J. Briscoe, 1980, “Are Voluntary Agencies Helping to Improve Health in 
Bangladesh?” International Journal of Health Services, 10, pp. 47-69. 


Voluntary agencies from rich countries are among the major donors in the health 
sector in Bangladesh but the author doubts their ability to improve health status. He 
argues what is needed is structural reform in the political economy that underlies the 
poor level of health and health care in Bangladesh. Having described a good 
programme — the Bangladesh Rural Advancement Committee in Sulla — he concludes 
that health programmes do not provide an appropriate starting point for organizing 
the exploited people in Bangladesh, but that they can play an important supportive 
role. He suggests several principles on which such programmes should be based. 
Finally he asks where the foreign voluntary agencies fit in? His analysis is hard-hitting 
and concludes that voluntary agencies as executors and funders encourage 
dependency rather then self-reliance. Stimulating. 


N. Clark and J. McCaffery, 1979, Demystifying Evaluation, World Educa- 
tion, New York, 69 pages. 


Attractively presented account of a workshop on evaluation, in which theoretical 
sessions were counter-balanced by trying assessment techniques in village settings. 
The proceedings are so written that others could run a similar seminar, using the 
manual which makes up the greater part of the book, as a guide. Each session is 
described with illustrations, covering the reasons for doing the activity (for example, 
collecting data) how it can be done and what to be aware of in the group interaction. 
Not about health, and rather specific in its intentions, this may nevertheless be useful 
for teaching purposes, or provide guidelines for community evaluation of primary 
care programmes. 


S. Cole King et a/, 1979, “Primary Health Care and the Role of Foreign Aid”, 
Two papers on Health Aid, Institute of Development Studies, Brighton, UK, 
Communication 123, 54 pages. 


The discussion on the operational difficulties of meeting basic health needs is worth 
reading for itself (section 11). The intersectoral problems are discussed clearly, show- 
ing some of the difficulties in coordination. The last section looks at the role of foreign 
aid and the sort of assistance needed, suggesting that if a real contribution to primary 
health care is to be made, foreign aid donors will have to make some fundamental 
procedural and administrative changes in aid agencies. Well worth reading and clearly 
written. 
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S. Cole King, 1979, Approaches to the Evaluation of Maternal and Child 
Health Care in the Context of Primary Health Care, WHO unpub. docu- 
ment, HSM/79.2, Geneva, 84 pages. 


A refreshingly clear review of an area that is often treated pretentiously. The con- 
cept of evaluation is classified as usually encapsulating two views: (1) evaluation of 
achievements of results — that is, success or failure of the impact or effect of a 
programme, or (2) evaluation of the process of programme implementation, that is, 
provision of information during the implementation phase of a programme, so that 
changes can be made to it. There is a review of evaluation studies, the difficulties on 
carrying out evaluation, and an interesting discussion on underlying assumptions and 
values. There are also extensive references and fifteen annotated references on health 
service focused evaluation studies. One of the few really useful papers on health 
evaluation. 


G. J. Ebrahim, 1976, “A Model of Integrated Community Health Care”, 
Tropical Geography and Medicine, 28, pp. S5-S52. 


Introductory review of the relationship between development and health, followed 
by a description of curative, preventive, and promotive care necessary for an in- 
tegrated system of rural health care. The author argues that only an integrated 
approach to health services will effectively tackle rural ill-health. He looks at the 
common causes of illness, the weak links in existing health care systems, and makes 
suggestions for change. While readers may not agree with some of the solutions 
proposed — nutrition rehabilitation centres for example — this is a very good analysis 
of the problems of providing health services, in a readable and comprehensive form. 
Excellent overview. 


R. England, 1978, “More Myths in International Health Planning”, 
American Journal of Public Health, 68, pp. 153-9. 


Lively article questioning some of the currently accepted foundations of health 
planning. The author looks at the myth of “Put the rural areas first”, arguing that 
migration to cities from rural areas is growing, and that many third world cities 
already have populations of several millions. Other myths are: simple prevention and 
easy treatment; the referral systems of health care delivery; compulsory rural service; 
the appeal of the alternative of one doctor to thirty medical aids. A final myth is that 
governments are universally committed to improving the health of their populations, 
and that health planners operate simply as technical experts within such a context. 
Where governments do not have this political will to change health systems, the role of 
health planning should be to create appropriate demands and thus remove obstacles 
to improved health. Provocative and worth reading. 


J. C. Escudero, 1980, “On Lies and Health Statistics: Some Latin American 
Examples”, International Journal of Health Services, 10, pp. 421-34. 
A critical look at official health statistics shows that they often do not reflect the 


reality of a situation. The author uses some examples in Latin American countries to 
demonstrate the difference between, for example official infant mortality rates and 
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actual rates. The reasons why health statistics are so poor are discussed — difficulties 
in registration, incorrect causation of death, under-estimation of morbidity and 
reluctance of governments to admit worsening situations. A few proposals for 
improved information systems are suggested. Very useful. 


M. T. Feuerstein, 1978, “Evaluation — by the People”, International Nursing 
Review, 25, pp. 146-53. 


An account of an evaluation done by a group of health promoters in Honduras, 
initiated and carried out by the promoters themselves. The evaluation attempt 
revealed the deficiencies in the information system — records were not kept or were in- - 
complete. A questionnaire completed by a sample of the promoters suggested that 
advances had been made; more people were aware of the need to improve clean water 
practices and more ordinary people could afford some drugs at the reasonable prices 
charged by promoters. One day was spent at the end of the evaluation discussing 
results, when certain conclusions emerged such as the need for improved record keep- 
ing. The real value in the exercise lay in the conscientizing process the self-evaluation 
involved, in which the promoters learned a great deal about their own programme. 
They showed great determination and capability in their plans to improve the health of 
their people. Valuable account of the participatory approach to evaluation. 


O. Gish, 1977, Guidelines for Health Planners, Tri-Med Books, London, 77 
pages. 


Description of health planning in the Third World. It is useful to those with no 
specific health planning knowledge but the overall approach is very much “top- 
down”. The book starts with how the planning machinery of a developing country 
might work and how health plans are made. It then concentrates on different aspects 
in a number of health services: preventive, manpower, curative (hospitals, clinics and 
their uses), pharmaceutical and other ancillary services, mobile and non- 
governmental services. The author concludes that spreading health services more 
widely over a country (especially to rural areas) is unlikely to succeed unless the 
resources available to the health sector are allocated more evenly, both geographically 
and between medical services (hospitals, clinics, preventive services). Useful introduc- 
tion provided the planning perspective is kept firmly in mind. 


F. L. Golladay and B. Liese, 1979, “Paying for Primary Health Care: 
Mechanisms for Recurrent Financing”, Health Policies in Developing 
Countries, Royal Society of Medicine, London, No. 24, pp. 35-9. 


The ability to afford primary health care will not be determined by the availability 
of total resources, but by the allocation of funds. This short article answers the ques- 
tion of whether developing countries can afford primary health care, explores the 
political and practical hazards of financing, and makes some specific suggestions of 
practices and mechanisms to reallocate existing expenditure, so that countries will be 
able to meet the costs of basic health care. Useful but limited in scope. 


ower 


C) 


52 INTRODUCTION TO THE PRIMARY HEALTH CARE APPROACH 


I. D. S. Health Group, 1978, Health Needs and Health Services in Rural 
Ghana, Institute of Development Studies, 1, Brighton, UK, 274 pages. 


Examines the planning of primary health care services in rural areas of Ghana. It 
was done as part of a larger study looking at the development of health services 
appropriate to the needs of the disadvantaged groups in developing countries, 
particularly in rural areas, and at community organizations for health care activities. 
The introduction includes a useful discussion on concepts and methods, and the 
second part of the report concentrates on the health care services in the two districts 
studied and how they relate to health needs. Patterns of resource allocation are 
covered in the third part of the report. The fourth looks at possibilities and problems 
related to alternative primary health care systems, especially in regard to village 
participation in health. Volume II contains 87 pages of appendices for those interested 
in the detailed methodology of the study. A very useful interdisciplinary report. 


International Hospital Federation, 1977, Information on Planning of Health 
Care Facilities in Developing Countries, London, 8 pages. 


Limited but useful as a source of information on books, journals, articles, and 
others about planning health in developing countries, but not concerned directly with 
primary health care. Particularly useful is the section on indexing and abstracting 
services and the names and addresses of organizations in the field. Available from 
I.H.F., 126 Albert Street, London NW1 7NF. 


J. Leowski, 1978, Review and Analysis of Health and Health-Related In- 
dicators for Primary Health Care, WHO unpub. document, HS/NAT. 
COM/78.359, Geneva, 54 pages. 


Wordy but comprehensive introduction to measuring health, with a background to 
the primary health care approach and methodological considerations including the 
uses of indicators. (“. . . to provide managers involved in operating the health services 
with relevant information and to assist planners in situation analysis ...’’). There is 
also a review and evaluation of currently used indicators, with detailed discussion 
about indicators measuring morbidity and disability, the delivery of health care and its 
quality. Finally there is a useful section on indicators relevant to primary health care. 
Useful introductory document. 


E. P. Mach, 1978, “The Financing of Health Systems in Developing 
Countries”, Social Science and Medicine, 12, pp. 7-11. 


Until recently few developing countries have made estimates of all sources provid- 
ing for health activities and of total expenditure on health services. Government 
expenditure may. be known, and information available about social security, health in- 
surance schemes and so on, but there is little systematic information about the private 
sector. This article argues that high priority should be given to a more comprehensive 
approach to planning, matching the financing of the total health sector with major 
health policy goals. The general problem of lack of funds is discussed, and the 
possibilities of mobilizing untapped resources explored. Some of the other major ques- 
tions are also touched on; equitable distribution of funds, coordination between fund 
sources, cost and efficiency factors, and methods of analysing the financing of health 
services. This is a useful summary of the problems. 
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R. McMahon et al, 1980, On Being in Charge: A Guide for Middle-level 
Management in Primary Health Care, WHO, Geneva, 366 pages. 


This guide is intended to help health workers who are responsible for support and 
supervision of health auxiliaries and village health workers, and for the peripheral 
organization of primary health care programmes. It is a didactic guide, to be used and 
applied in particular practical circumstances. Each section has exercises for the reader 
to do (but no answers!). On the whole, it is simply and clearly written. Part I explains 
the general principles and functions of management. Part II is concerned with 
personal relations within the health team. Part III presents methods for the manage- 
ment of equipment, drugs, money, time, paperwork and space in the functioning of a 
health centre, and is possibly the most useful section. Part IV looks at planning, imple- | 
mentation and evaluation skills in management. The principles in this guide should be 
applicable in many different countries. It could make a valuable contribution to both 
teaching and in the field. 


G. Molina-Guzman, 1979, “Third World Experiences in Health Planning”, 
International Journal of Health Services, 9, pp. 139-50. 


A review of the legacy of United States policy from the 1940s on health activities in 
Latin America and the deterioration in the health situation. There is a brief caveat on 
drawing conclusions of health status from indicators based on average values that 
mask enormous internal differences in populations, and on the move towards low-cost 
primary care in rural areas where minimal services may be used to paralyze or weaken 
demands for better conditions. The author underlines the difficulty of achieving 
genuine democratic participation in communities used to paternalistic or oppressive 
local or national organizations, but believes that there are unlimited reservoirs of in- 
itiative and solidarity among people when they assume even a partial handling of their 
problems. A good wide-ranging review written particularly from experiences in 
central and South America. 


G. S. Okubagzi, 1978, “Effect of Health Centre Services on the Health Status 


of a Community in Gondar Region, Ethiopia”, Ethiopian Medical Journal, 
16, pp. 99-104. 


Interesting small study of the impact of health centre services, established some 
twenty years before, on the health status of the population of one district. Because 
infant mortality figures were not reliable, seven other indices were used to assess 
health status: source of drinking water, vaccination status, availability of latrines, 
attitude to and practice of simple health rules, intestinal parasitism, trachoma and skin 
infections, and infant weight. The communities of three villages were surveyed. 
Although even the village furthest away had a vaccination rate of 50%, which was 
considered reasonable, the study suggested that health centre programmes and 
activities otherwise had not significantly improved the health status of the community. 
It was concluded that health centre programmes and activities were directing most of 
their attention to the sick, and neglecting preventive and promotive aspects of health 
services. A good example of an approach attempting to assess the health impact of 
health services. 
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L. Palmier, 1978, “Corruption and Development”, JDS Bulletin, 9, pp. 30-2. 


A stimulating discussion about the effects of corruption on development. The 
author demolishes both sides of the argument — that corruption does not hinder 
development (by directing the flow of resources away from the state into private 
pockets) but nor does it help development (for example, by cutting through red tape to 
get a project underway more rapidly). What is shown is that corruption is very 
widespread, all over the world, in all countries, and the thesis is put forward that 
developers should view corruption as an unavoidable cost. Although not directly 
about the health sector, some of the implications are general. 


A. Parker, 1978, “Health Technology and Primary Health Care”, Social 
Science and Medicine, 12, pp. 29-41. 


Choices will have to be made from among alternative (health) technologies to 
ensure the balance between clinical effectiveness, safety, cost, acceptability, 
feasibility, reliability and actual effectiveness. The term health technology used in this 
context signifies the complex of actions taken to achieve certain effects and includes 
all the methods, techniques, instruments, equipment, drugs and biological substances 
making up this action. The author introduces a planning process to help assess each 
Strategy for its effectiveness, safety, affordability, complexity, feasibility, reliability 
and acceptability. There is a fairly useful section on the development of primary health 
care technology. A bit theoretical. 


D. Piachaud, 1979, “The Diffusion of Medical Techniques to Less Developed 
Countries, International Journal of Health Services, 9, pp. 629-43. 


Modern medical techniques are often extremely expensive and impose a severe 
strain on the health service budget, especially in developing countries. This paper 
looks at the extent to which a set of eight modern techniques had been introduced in 
developing countries. These techniques (some diagnostic, some therapeutic) all re- 
quire special machinery and equipment, plus skilled personnel. They range from 
ultrasonic foetal examination to laser beam therapy. Responses from countries all 
over the world showed that some very poor countries do indeed have many recent 
medical techniques. Several pertinent questions are raised about the implications of 
such findings. 


J. Qadeer, 1977, “Reshaping Health Services: A Note on a Draft Plan on 
Rural Health Services”, Economic and Political Weekly, 12, pp. 926-8. 


Good criticism of attempt to re-shape rural health services in India using more 
community health workers, integrating village midwives, and involving the com- 
munity in its own health care. The author points out that this “health policy like that of 
its predecessors makes a lot of correct noises but spares very little effort to find out 
why similar ideas in the past would never actually materialise”. Problems relating to 
training, role conflicts and rural stratification are factors which make the implementa- 
tion of the policy very difficult. This is a useful short article pinpointing some of the 
difficulties of implementation following on from the planning process. 


SELECTED ANNOTATED REFERENCES 35 


W. A. Reinke, 1972, Health Planning — Qualitative Aspects and Quantitative 
Techniques, Johns Hopkins Press, Baltimore, 346 pages. 


One of the few general books available on health planning. It should be read 
selectively: it has some useful technical chapters on planning. Much of the subject 
matter relates to the USA and therefore is not of great relevance to the third world. 
However, the two chapters on stages of the planning process and making the plans 
effective, are reasonable introductions to comprehensive planning theory. Methods 
and measurements in health planning and the political aspects of health planning may 
stimulate some discussion on the gap between theory and practice. 


T. Tanahashi, 1978, “Health Service Coverage and its Evaluation”, Bulletin 
of the WHO, 56, pp. 295-303. ) 


Fairly clear explanation of the concept of coverage, potential and actual, and its 
relationship to utilization. The author classifies the different measurements of 
coverage and looks at problems of using them. Rather theoretical but helpful for look- 
ing at the extent of “coverage” as a tool in evaluations of health services. 


M. D. Warren, 1972, “Concepts and Methods of Evaluation in Health 
Management”, Annales de la Société Belge de Médecine Tropicale, 52, pp. 
193-208. 


A clear general discussion on methods and concepts — not aimed at the developing 
world, but useful because it gives a few examples as illustrations. It covers a number of 
points like the preparation and presentation of the report at the end of the evaluation, 
and the problems and constraints facing evaluators, with a lengthy section on areas of 
measurement and choosing indicators. Useful as a general introduction to evaluation. 


A. White, 1977, British Official Aid in the Health Sector, Institute of 
Developmental Studies, Brighton, UK, Discussion Paper DP 107, 80 pages. 


Shows that aid has not gone to any great extent to primary care, particularly as it 
requires few of the goods and services in which the advanced countries have a com- 
parative advantage. But if aid goes to secondary or tertiary care, including medical 
education, there is little likelihood that other resources will be freed in the recipient 
country for use in priority areas. In fact even more resources may be tied up in the 
recurrent expenditure needed. The paper discusses the reasons for this pattern of aid, 
and makes an number of recommendations that would help to bring actual aid alloca- 
tions into line with declared policy. Note the policy referred to was in 1977, and that 
government policies on aid have changed since then. 


G. Williams and Satoto, 1980, “Socio-Political Constraints on Primary 
Health Care”, Development Dialogue, 1, pp. 85-101. 


Rare and therefore very valuable evaluation of the introduction of primary health 
care at village level. This account is of an Indonesian village which started off 
enthusiastically training two types of voluntary village health workers and raising 
money to provide a rudimentary service at village level. Problems arose when the 
traditional village authority was challenged (in a small way) by the health committee, 
and because traditional social relationships — between men and women, and between 
those with land and those without — did not change: the latter in both groups were left 
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out of all decision-making and planning. Other limitations were put on the project’s 
success by lack of interest and support at regional level. While not taking a defeatist 
view, the authors point out that primary health care projects are unlikely to change 
health status unless governments come to grips with these factors. Interesting article. 


World Health Organization, 1978, Provisional Guidelines for Health 
Programme Evaluation, WHO, Geneva, Unpub. document (second draft) 
HPC/DPE/78.1, 41 pages. 


Taking the view that evaluation should be a continuing process aimed mainly at 
correcting and improving actions and rendering health programmes more effective 
this document attempts to present some flexible guidelines which will do just that. A 
step-by-step outline is put forward to be used as a check-list when planning an evalua- 
tion. Probably most useful in a concrete situation, otherwise it is too theoretical. 
Originally intended to be applied by WHO to its own organization. 


World Health Organization, 1978, Financing of Health Services, WHO, 
Geneva, Technical Report Series 625, 117 pages. 


This is a clear and helpful presentation of the problems of financing health services. 
After the introductory chapter, the difficulties raised by the lack of funds, the distribu- 
tion of health resources, rising health costs, lack of coordination and inefficiencies in 
spending are tackled. Different ways of improved financing of health activities are 
explored through local community efforts or social security for example. The follow- 
ing sections are concerned wtih definitions and methods of financial data collection, 
and several case studies of health sector financing are discussed before the conclu- 
sions and recommendations. Useful introductory document. 


World Health Organization, 1980, Development of Indicators for Monitoring 
Progress Towards Health For All by the Year 2000, WHO, Geneva, Unpub. 
document EB67/13 Add. 1, 69 pages. 


Operational document to help countries decide which indicators to use in order to 
monitor progress towards Health For All By the year 2000. Undue complexity -has 
been avoided. It is proposed that four categories of indicators are used: health policy 
indicators, social and economic indicators, indicators of the provision of health care, 
and health status indicators. While these are to be used at country level, to assess 
national progress towards health for all, a minimum assessment of global progress is 
also called for. The second half of the document deals with methods of information 
collection and analysis, reviewing standard sources and techniques. It is a good 
practical guide, and an amended version will be published in the WHO’s Health For 
All Series in 1981. Particularly useful for those approaching the problem of health in- 
dicators for the first time. 


D. Z. Zschock, 1979, Health Care Financing in Developing Countries, 
American Public Health Association, Washington, Monograph Series, 1, 82 
pages. 

This book starts by looking at how expenditure on health is defined, and the deter- 
minants of demand to health care, then describes the usual sources of financing, in 
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both the developed and developing world. An attempt is made to determine how much 
financial support might be allocated to the health sector using different analytical 
models. The final chapter summarizes the data available on sources of financial 
support in developing countries and concludes by looking at a number of basic 
problems in the financing of health care and indicating the directions in which to look 
for solutions. Useful for looking at financing of health services, particularly govern- 
ment services. 


3. MANPOWER PLANNING AND TRAINING 


M. A. Awad, K. Edstrom and F. Katz, 1980, “Sudan: Teacher Training Gets 
Out of the Rut”, World Health Forum, 1, pp. 45-51. 


Getting teachers of health visitors, village midwives and community health workers 
to tailor their training to actual community needs, meanwhile harnessing community 
effort in promoting health, is the object of an experimental programme now in 
progress in the Sudan. Instead of spending their time exclusively on theoretical 
studies, these teacher trainees have the opportunity of participating in the planning 
and development of a community health programme at the village level. This article 
highlights the necessary steps in a carefully phased programme that stresses use of 
existing resources. Important for outlining educational learning principles. 


W. J. Bicknell and D. C. Walsh, 1977, “Caveat emptor: Exporting the US 
Medical Model”, Social Science and Medicine, 11, pp. 285-8. 


Description of the limitations of the United States system of medical care, with its 
penchant for high technology. A warning to western medical advisors and people in 
developing countries, that the shortcomings of the United States model must be recog- 
nized, and not be imported wholesale into less developed countries. However, the 
authors also look at some of the innovations in the US system of medical care, and 
explore their potential usefulness in the developing world. A useful general article on 
some of the problems that exist in transferring technology from one country to 
another. . 


K. Elliott and M. Skeet, 1978, Health Auxiliaries and the Health Team, 
Croom Helm, London, 222 pages. 

A general book on auxiliaries, but with some useful chapters. The section on the 
experience in the third world describes projects in Bangladesh, Indonesia, Iran 
Jamaica, Papua New Guinea, Peru, and Tanzania, and there are other chapters 
describing other auxiliaries in other parts of the world. Useful as a starting point. 
David Werner’s excellent article on the village health worker as lackey or liberator is 
included. 


G. M. van Etten and A. Raikes, 1975, “Training for Rural Health in 
Tanzania”, Social Science and Medicine, 9, pp. 89-92. 
Two fundamental problems related to the training of medical auxiliaries are 


discussed. First, the status of auxiliaries vis-a-vis graduate doctors, and second, their 
attitudes towards the rural population they are trained to serve. They suggest that 
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western-styled training results in ineffectiveness in rural and public health work and 
that commitment to rural development will only occur when the village environment 
becomes the institutional setting of training programmes. Good paper based on some 
lessons learned from Tanzania’s experience. 


D. Flahault, 1978, “The Relationship Between Community Health Workers, 
the Health Services and the Community”, WHO Chronicle, 32, pp. 149-53. 


Theoretical article on the concept of the community health worker, the role of the 
community and the role of the health services. The author looks at the different defini- 
tions of community health workers and some of the common features in their 
relationships with their own communities. He explores how the community (through 
village health committees for example) can make links with the health services using 
its own health worker. Useful article as an introduction to the issues. 


O. Gish and M. Godfrey, 1979, “A Reappraisal of the ‘Brain-Drain’ — with 
Special Reference to the Medical Profession”, Social Science and Medicine, 
13C, pp. 1-11. 


Looks critically at the neoclassical, welfare economic framework within which the 
effects of the brain-drain are usually analysed. The authors argue that the policy 
implications resulting from the use of such a framework are unsatisfactory. Instead 
they propose an alternative model of analysis, which regards “brain-drain” as a reflec- 
tion of integration into an international market in professional skills. If this is 
accepted, then the only way to make an impact on the brain-drain is withdrawal from 
that market. This implies, in turn, substantial changes in educational policy — in both 
developing and developed countries. Examples of these sorts of changes are given. 
Closely argued. 


J. P. Habicht, 1979, “Assurance of Quality of the Provision of Primary 
Medical Care by Non-professionals”, Social Science and Medicine, 13B, pp. 
67-75. ; 


Description of a system of training and supervision of primary health care workers, 
in a few Guatamalan villages, based on the premise that well-trained workers do best 
those tasks they do most often. There is a detailed discussion on methods used for 
training, quality control and managment of primary medical care and data collection 
for quality control. The claim is made that this system reduced infant mortality by 
two-thirds and the mortality of children between 1-4 years by three-quarters. How- 
ever the author points out that while it is possible to train primary health workers 
successfully, it is difficult to implement such programmes because they run counter to 
the basic assumptions learned in the training of physicians and nurses. Interesting 
especially for those concerned about evaluation. 


H. K. Heggenhougen, 1978, “Hospital Assistants in Malaysian Rural Health 
Care”, Medical Journal of Malaysia, 33, pp. 165-77. 
Hospital assistants in Malaysia work in rural areas, and this is a study of their 


attitudes and their role in the health service. On the whole, hospital assistants seemed 
to feel confident in their professional role, and only about 5% of their patients were 
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referred to physicians: many nevertheless still wished they could enter a medical 
school to train to be doctors. The study is limited, but interesting for the hospital 
assistants’ views on different questions, especially in relation to traditional 
practitioners, about whom they were positive. 


V. Masson, 1978, “Nursing for Export — Let the Buyer Beware!”, Jnter- 
national Nursing Review, 25, p. 4. 


Practical examples of how nursing techniques and practices cannot (and should 
not) simply. be transferred from developed to developing countries. Advises colleagues 
on the sort of issues to be explored before “importing” consultants or “western” nurs- 
ing from the developed world. The author quotes from personal experience an attempt 
to change a South American nursing shift rotation to the standard US shift pattern, | 
and shows how unsatisfactory the US system was for the country in which it was 
being imposed. Light article but touches on essential questions. 


S. B. Rifkin, 1978, “Politics of Barefoot Medicine”, The Lancet, 1, p. 34. 


In this article it is argued that community health workers are a political and not a 
technical answer for better health. The point is not to train more health workers, but to 
train health workers who can mobilize their own communities to improve their own 
health. Unless the medical profession can cooperate in transferrjng power from its 
own hands to the hands of the community, then the use of health auxiliaries, will be 
“one more step in the entrenchment of a health care system which already denies ade- 
quate medical care to most of the world’s population”. Good comment on the political 
aspects of primary health care. 


S. B. Rifkin, 1980, “Health Care in China: The Experts Take Command”, 
Tropical Doctor, 10, pp. 86-90. 

China’s move towards rapid modernization after the death of Mao. Tse Tung in 
1976 affected policy in medicine and health care. Increasingly it was experts rather 
than politics that took command. Based on a visit to China in 1979, Rifkin argues that 
there has been a real change in medical teaching towards quality and research — and 
no longer do staff spend time in rural areas or participate in mass campaigns. Further, 
the push for professionalism has now involved China’s model of the non-professional 
in health care — the barefoot doctor. Although there are lessons to be learned from 
these changes — not least for China — some fundamental characteristics of the Chinese 
health care model remain intact: practice is still considered as important as theory, 
and barefoot doctors continue to play a major role in health care delivery. 


D. M. Storms, 1979, Training and Use of Auxiliary Health Workers: 
Lessons from Developing Countries, Monograph Series, 3, American Public 
Health Association. 


A good source book on health auxiliaries intended to be a guide on ways to plan and 
carry out the recruitment, selection, supervision, continuing education and evaluation 
of community health workers who could provide a basic level of care. It starts with 
questions of planning, finance, community support, and advice on how to design 
health programmes. There are also sections on selection and training, implementation 
and evaluation, and several useful pages of references. Useful for early phases of plan- 
ning for primary health care. 


40 INTRODUCTION TO THE PRIMARY HEALTH CARE APPROACH 


C. E. Taylor, 1976, “The Doctor’s Role in Rural Health Care”, International 
Journal of Health Services, 6, pp. 219-30. 


This paper is based on long-term research in a rural health research centre in 
Punjab, India. It starts from the premise that doctors cannot meet the mass needs of 
villagers: first doctors are reluctant to go to remote villages in sufficient numbers and 
second, even if they do, the government would not be able to pay all of them. A 
questionnaire administered to 1,300 rural interns showed clearly that rural service had 
little appeal as a career. However, the author argues this is not an insuperable 
problem, and goes on to explore ways in which health services can be improved in 
rural areas, meeting the health needs of the people and providing reasonable satisfac- 
tion for health workers. A useful study of the practical aspects of planning rural health 
services. 


S. B. Thacker and H. D. Banta, 1976, “National Service in Rural Areas: The 
Case of Colombia”, Pan American Health Organization Bulletin, 10, pp. 
156-62. 


Sending medical undergraduates or new graduates into rural areas may seem a 
good way of giving underserved populations access to modern medical care, but it can 
backfire. In Colombia, where every graduate has to serve a one-year “internship” ina 
rural area, it was found that 80% of that time was spent in clinical services, that they 
had had almost no training in primary care or of working as a member of a team (with 
auxiliaries and community health workers) and rather than identify with the problem 
of the rural areas, they only wanted to leave. Comparisons are made with Tanzania 
and Kenya, and the authors suggest ways in which the contribution of rural interns in 
Colombia might be improved. 


J. P. Vaughan, 1980, “Barefoot or Professional? Community Health 
Workers in the Third World”, Journal of Tropical Medicine and Hygiene, 83, 
pp. 3-10. 


_ Community health workers are being expounded as the great hope for making 
primary health care activities available to rural populations. Here some important 
questions about their function, utilization, selection, training and evaluation are raised 
— underlining the fact that unless such questions are answered, community health 
worker schemes could turn out to be totally ineffectual. Particularly useful as a discus- 
sion paper to raise issues and problems in planning and evaluation in primary health 
care. 


D. Werner, 1978, “The Village Health Worker — Lackey or Liberator?” in K. 
Elliott and M. Skeet, Health Auxiliaries and the Health Team, Croom Helm, 
London. 


Inspired by his own work in training local village health workers in rural Mexico, 
and a visit to nearly forty rural health projects in nine Latin American countries, 
Werner analysed rural health programmes as lying along a‘continuum between two 
poles: community-supportive and community-oppressive. From his analysis he raises 
important questions about the sorts of skills villlage health workers can undertake, 
and the political context in which they work. He also discusses some common mis- 
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conceptions — for example, that the primary health worker is a temporary, second- 
best substitute for the doctor. “The day must come when we look at the primary 
health worker as the key member of the health team, and at the doctor as the 
auxiliary”. Stimulating and thought-provoking. 


World Health Organization, 1980, The Primary Health Worker, WHO, 
Geneva, Revised Edition, 346 pages. 


Initially issued as a WHO working document in 1974, this book has been revised 
and field-tested since. It is intended as a guide, to be adapted by different countries and 
communities to their own conditions. Essentially it outlines the structure and content 
of training for primary health workers who are often people chosen by their own com- 
munities and trained locally, in some cases for a short time (2-4 months). The first part — 
can be used by the primary health worker as a learning text, and later as a guide in his 
or her work. Part II is addressed to teachers, tutors and supervisors, and Part III 
touches on the way the book can be adapted to local conditions. It is simply written 
with clear illustrations, problem oriented to facilitate learning. It is a useful guide for 
those setting out to think about training primary health workers, is available in 
English, French and Spanish, and has been widely adopted. 


World Health Organization, 1980, Common Oral Diseases: A Teacher’s 
Manual, WHO, Geneva, 163 pages. 


This manual covers prevention and emergency care of the common oral diseases. 
Written for teachers to use in the running of short courses for health workers in rural 
areas who have little or no knowledge of oral diseases, and who, for some reason or 
other, are faced with attending to those suffering from them. It covers causes and pre- 
vention of common oral diseases, minor oral surgery, oral medicine and temporary 
dressings. Simple handouts for students are included amongst the teacher’s material. 
It is useful given the dearth of literature in this field. 


A. J. Yates, 1975, “The Venezuelan Medicina Simplificada Program”, Public 
Health Reports, 90, pp. 247-53. 


This is an informative article on a scheme for training auxiliaries started in 1962. 
These health workers have only primary schooling, a four month course, and then 
work in rural dispensaries, half-time in curative work, and half-time in preventive 
work. There is some analysis of the successes and failures of the programme: in 1971 
only 12 of Venezuela’s 22 states and territories had joined the plan. 


B. Zeighami et al, 1978, “Physician Importation — A Solution to Developing 
Countries’ Rural Health Care Problems?”, American Journal of Public 
Health, 68, pp. 739-42. 


In Iran, physicians from India, Pakistan and the Philippines have been involved in 
the delivery of medical services especially in rural areas. This study posed two ques- 
tions: What were physicians’ reasons for accepting posts in rural areas of other 
countries, and what were the attitudes of the residents in such rural areas to foreign 
physicians? Results indicated that higher salaries, and the desire to go eventually to a 
western country were the driving reasons for physicians ‘emigrating. The rural popula- 
tion indicated that they far preferred Iranian auxiliaries to non-Iranian physicians. 
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4. PHARMACEUTICAL POLICY 


C. Barker et al, 1980, “Economy in Drug Prescribing in Mozambique’, 
Tropical Doctor, 10, pp. 42-5. } 


Case study of one country, newly-independent, that is trying to restrict the prescrip- 
tion of expensive drugs to situations where they are really needed, and to encourage 
day-to-day treatment with inexpensive drugs. Thus the authors show that tablets and 
capsules are cheaper than syrups and drops, and injections are more expensive than 
both. Prices of various drugs are compared, showing that the difference between the 
most and the least expensive is seldom, if ever, reflected in the relative efficiency of the 
drug. 


O. Gish and L. Feller, 1979, Planning Pharmaceuticals for Primary Health 
Care: The Supply and Utilization of Drugs in the Third World, American 
Public Health Association, Washington, Monograph Series, No. 2, 138 


pages. 


A very useful introduction to a variety of issues involved in the supply and utiliza- 
tion of drugs in developing countries, written on the basic assumption that the third 
world will provide better primary health care services by moving towards increased 
self reliance in the drugs field. There are chapters on the transnational pharmaceutical 
industry, pharmaceutical production in developing countries, purchasing utilization 
and distribution systems, which raise pertinent questions about countries’ drugs 
policies. Finally the conclusions make recommendations and suggest research needs. 
Using the footnotes and select bibliography, readers will be able to follow up 
particular issues in greater detail. 


T. S. Johnston, 1980, “Provision of Medicines in Ecuador”, The Lancet, 1, 
pp. 1073-4. 


This short case study looks at the problem of drugs provision in Ecuador, where a 
substantial part of the drugs budget goes on expensive, non-essential or unsafe 
proprietary medicines. The promotional activities of pharmaceutical companies are 
unchecked although the Ecuador government decided a few years ago that any phar- 
maceutical firm wishing to continue distributing its products had to establish 
manufacturing or packaging operations within the country. However, as a result, 
some companies have stopped distributing their products. The author points out that 
the handling of medicines is controlled by several government ministries which are 
mutually dependent but do not always cooperate with each other. An interesting 
country study. 


M. Segall and C. Barker, 1975, Two Papers on Pharmaceuticals in Develop- 
ing Countries, Institute of Development Studies, Brighton, UK, IDS Com- 
munication, 119, 23 pages. 

The first paper, on pharmaceuticals and health planning, is an excellent, clear 
analysis of the place of drugs in health services in developing countries. There is a sec- 


tion on the fundamental issues in policy-making on pharmaceuticals — therapeutic 
need and cost-effectiveness, national production, importation and distribution. The 
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second paper looks at the possibilities of pharmaceutical production in Tanzania, and 
concludes that in terms of resources and technology, pharmaceutical manufacture 
should be perfectly feasible in Tanzania and in other similar developing countries. 
Although much work has been done in this field since these papers were written, they 
remain extremely useful and relevant contributions. 


World Health Organization, 1979, The Selection of Essential Drugs, WHO 
Technical Report Series 641, Geneva, 44 pages. 


This is the most recent version of the 1977 Technical Report, No. 615, where the 
most appropriate pharmaceuticals were identified so that countries wishing to 
standardize or minimize the number of preparations in their own drug lists, would 
have a guideline on where to start. Obviously a uniform drug list, with general | 
applicability and acceptability is not feasible because of the great difference between 
countries and their patterns of disease. However, this Technical Report is useful as a 
guide to essential drugs, helping countries identify their own priorities and make their 
own selection. Just over 200 nonproprietary drugs are given, in 28 different groupings 
— from anaesthetics to vitamins and minerals — with route of administration, phar- 
maceutical forms and strengths. Essential reading for anyone involved in clinical 
duties, or training, in pharmaceutical policy making. 


J. Yudkin, 1978, “Provision of Medicines in a Developing Country”, The 
Lancet, 1, pp. 810-12. 


The author argues cogently that money spent on drugs in many developing 
countries could be used much more effectively in preventing disease. A large propor- 
tion of the health budget is spent on drugs used largely in urban hospitals. These are 
often expensive, and may even be hazardous because of unscrupulous promotion and 
inadequate information on side-effects. The author is critical of the promotional 
activities of pharmaceutical companies, and suggests that information supplied by 
drug firms to health workers in different countries must be standardized. The 
purchase and use of drugs in third world countries should be made more appropriate 
to their needs. Useful article for starting to analyse pharmaceutical policies. 


5. COMMUNITY PARTICIPATION 


M. Ahmed, 1978, “Community Participation, the Heart of Primary Health 
Care”, Les Carnets de l’enfance, 42, pp. 80-99. 


Theoretical discussion of the community participation component within success- 
ful primary health care programmes, the obstacles to be overcome (diversity of in- 
terests, administrative resistance and so on) and the basic elements of a strategy to 
initiate and enhance people’s participation. Clearly written but with no analysis of 
what a community is. 


G. Molina et al, 1980, “Colombia: How to Select Community Health 
Leaders”, World Forum, 1, pp. 57-61. 
This article on community participation in Colombia is based on the belief in the 


ability of ordinary people to understand their health problems and to devise 
appropriate solutions. It is a description of the way the health team worked with the 
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community, starting by identifying the groups and organizations within the com- 
munity, and making contact with them. The programme started in mid 1975, and five 
years later there were 200 community health leaders in the one district where the study 
was done. Interesting for the management and organizational aspects of community 
participation. 


Unicef News, 1978, “Community Participation”, 98, 31 pages. 


The whole issue of this quarterly journal is devoted to a discussion about com- 
munity participation. There are several readable accounts of projects in various parts 
of the world. For example, the first is an account of an attempt in Kenya to involve the 
community in health matters. Others look at health volunteers in Thailand, 
educational experiments in Colombia and the Philippines, and a general community 
project in Ghana. It is a journalistic presentation of the issues from the agency point of 
view, uncritical but attractively illustrated. 


Unicef - WHO, 1977, Community Involvement in Primary Health Care: A 
Study of the Process of Community Motivation and Continued Participation, 
Geneva, Unpub. JC21/77.2, 180 pages. 


Report reviews the emergence of the primary health care approach and discusses 
the concept of community involvement. This is further explored in nine case studies of 
community participation in Botswana, Costa Rica, Indonesia, Mexico, Senegal, 
Vietnam, Sri Lanka, Western Samoa, and Yugoslavia. From the case studies it was 
clear that participation could range from being merely token, to active involvement of 
the community. Certain key factors are still not sufficiently understood however. 
Community involvement in the totality of the planning process; the importance of 
traditional decision-making structures; and the nature and extent of both national and 
international external support. Quite useful for highlighting some of the issues in this 
area, especially given the lack of material. 


WHO International Reference Centre for Community Water Supply, 1979, 
Participation and Education in Community Water Supply and Sanitation 
Programmes: A Literature Review, IRC, The Hague, Technical Paper 12, 
204 pages. 


This is an attempt to clarify the concept of community participation. It was com- 
piled to help agencies in the design and implementation of community participation 
and education strategies in water supply and sanitary programmes. However, the 
issues explored have relevance for other programmes too. The first chapter on plann- 
ing includes a discussion of the meaning of participation and the sort of criteria that 
are useful for deciding where to establish projects (need, social feasibility and 
technical-economical feasibility). Other chapters look at what information is needed 
about the community (village leadership, marginal groups, decision-making patterns 
and so on), and what information the community itself will need to help it participate. 
The final six chapters are concerned with operational policies for participatory pro- 
jects so that they can be put into practice, used and evaluated. While written very 
much from the viewpoint of the outside agency, it nevertheless makes salient points. 
There is a companion volume of selected annotations. See section on Bibliographies. 
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6. TRADITIONAL MEDICINE 


W. Bichmann, 1979, “Primary Health Care and Traditional Medicine — Con- 
sidering the Background of Changing Health Care Concepts in Africa”, 
Social Science and Medicine, 13B, pp. 175-82. 


The author hypothesizes that the primary health care approach, with the attempt to 
re-value traditional medicine is a response to the progressive deterioration of living 
standards in rural areas, in order to prevent a collapse of the traditional rural sector. 
Readers may not agree with the hypothesis, but the article is interesting although 
written in a difficult style. It looks at different types of medical systems; domestic, 
folk, traditional and cosmopolitan, and discusses their place in Africa. Some of the 
implications of integrating traditional medicine with primary health care are also 
explored. 


P. Chen, 1976, “The Traditional Birth Attendant and Neonatal Tetanus: The 
Malaysian Experience”, Environmental Child Health, 22, pp. 263-4. 


It has been estimated that the death rate from neonatal tetanus among births 
attended by untrained traditional midwives is about 34 per 1000 births in rural Malay- 
sia. The author concludes that it is the unhygienic manner in which the midwife 
attends childbirth that is a major factor in causing tetanus and shows that even those 
given a delivery kit and a short training of less than four weeks, can bring down the 
death rate substantially — to 12 per 1000. The author warns that’ this measure is not 
sufficient and that immunization of women against tetanus is equally, if not more, 
important. Useful because evaluations on the impact of training traditional birth 
attendants are rare. 


D. Dunlop, 1975, “Alternatives to ‘Modern’ Health Delivery Systems in 
Africa: Public Policy Issues of Traditional Health Systems”, Social Science 
and Medicine’, 9, pp. 581-6. 

An analysis of the benefits, and costs accruing to the consumer and society of 
traditional health care delivery systems in African countries. Three public policy op- 
tions with respect to the traditional health system are reviewed. These are legalizing 
traditional medicine, giving it informal recognition, making it illegal. Finally evidence 
is presented from nine countries in Africa on their current policies toward traditional 
health systems, suggesting they most often give tacit recognition to traditional medical 
systems. Useful introduction to some of the issues. 


G. M. Foster, 1977, “Medical Anthropology and International Health Plann- 
ing”, Social Science and Medicine, 11, pp. 527-34. 


This article starts by suggesting that much of the apparent resistance to acceptance 
of health services commonly attributed to villagers’ apathy and cultural barriers are in 
fact, the result of administrative and professional inadequacies. Thus, for example, 
“free” services are often expensive because of transport costs, the social costs of not 
using the village midwife may be high, and all too often the people who provide the 
services are subject to the limitations and ill-effects of bureaucracies — which put their 
own conveniences, likes, preferences before their clients. Finally the author looks at 
the possible role for traditional healers in health services, pointing out some of the 
difficulties in integration, and warning that the number of traditional practitioners is 
likely to go down in future years. A good and thoughtful analysis. 
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C. M. Good et al, 1979, “The Interface of Dual Systems of Health Care in the 
Developing World: Toward Health Policy Initiatives in Africa”, Social 
Science and Medicine, 13D, pp. 141-54. 


It is argued that countries of Africa and the developing world in general do 
themselves a disservice by officially ignoring traditional medicine, by excluding it 
from the central planning process, and by not considering its partial or fuller in- 
corporation as a public policy option in health care planning. The author gives some 
suggestions about how the two systems of medical care could be integrated. One 
example is to identify and then train one or more traditional healers as health aides for 
each village or hamlet. Clear, interesting article. 


H. K. Heggenhougen, 1980, “The Utilization of Traditional Medicine — A 
Malaysian Example”, Social Science and Medicine, 14B, pp. 39-44. 


Documents interviews with 100 peaple who had come to consult a traditional 
Malay healer or bomoh. Many people use several types of health care resources. 
Traditional and cosmopolitan systems are not perceived as antagonistic: a bomoh will 
often refer patients to cosmopolitan practitioners and will reinforce compliance with 
cosmopolitan treatment regimens. Cosmopolitan medicine’s inattention to the affec- 
tive aspects of healing — its concentration on disease rather than illness — is an 
important reason why Malaysians are reluctant to use cosmopolitan services, and is 
one reason why the bomoh is consulted for physical as well as for psychological 
complaints. 


R. L. Kapur, 1979, “The Role of Traditional Healers in Mental Health Care 
in Rural India”, Social Science and Medicine, 13B, pp. 27-31. 


This is an interesting account of a study done in an Indian town with a population of 
10,000, and 26 healers, three of whom were western-trained doctors. Results showed 
that all those with illness considered “serious” by trained psychiatrists (epilepsy and 
psychosis) consulted, or were taken to, a therapist. Although western-trained doctors 
were, on the whole, more popular, traditional healers were consulted by the literate, 
young and rich as often as by the illiterate, old and poor. 


H. N. Mather and T. P. Jain, 1979, “The Impact of Training Traditional Birth 
Attendants on the Utilization of Maternal Health Services”, Journal of 
Epidemiology and Community Health, 33 pp. 142-4. 


This is a rare study of the impact of training traditional birth attendants. It was 
done in a rural part of India, where ten traditional birth attendants working in one 
village, were trained in a Rural Health Training Centre for three months. Records of 
the utilization of maternal health services for two periods (one before training and one 
after) were analysed. It was found that there was a marked improvement in the 
registration of antenatal cases at an earlier date, and the average number of visits to 
antenatal clinics, immunization against tetanus and the presence of trained personnel 
at the time of delivery, all improved after the traditional birth attendants had been 
trained and motivated. There is a dearth of studies on the impact of training traditional 
birth attendants, so this is a useful source. 
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D. N. Ojanuga, 1980, ““The Attitudes of Medical and Traditional Doctors 
Toward Integration of the Governmental Health Services in the Western 
States of Nigeria”, Journal of Tropical Medicine and Hygiene, 83, pp. 85-90. 


Although the integration of traditional medicine with western medicine is often 
recommended in the primary health care approach, little has been done to suggest 
how this might occur. This is an attempt to determine the attitudes that traditional and 
medical doctors hold about each other, and the conditions under which they would 
agree to integrate. Fifty-nine medical and forty-three traditional doctors were in- 
terviewed and the results showed that both groups were in favour of an integrated 
system, but that there were practical and conceptual differences that could make this 
difficult, for instance, with regard to remuneration and geographical placement. An . 
interesting study. 


Population Information Program, 1980, Traditional Midwives and Family 
Planning, Johns Hopkins, Baltimore, Population Reports, 22, 53 pages. 


This is a comprehensive review of what is known currently about traditional 
midwives, their characteristics, work and status. There are good overviews of 
programmes in Asia, the Middle East, Africa, and Latin America, and a reasonable 
discussion about some of the issues such as political support, selection, training and 
the problems of evaluation. Although the emphasis is on family planning program- 
mes, it covers much more than that. Finally there is a section of over 500 references 
which makes this report extremely valuable resource material. 


7. INTERSECTORAL EFFECTS 


S. Ahmed, 1978, “Potential Contribution of Primary School Teachers to the 
Health of a Developing Country”, The Lancet, 2, pp. 307-8. 


The article suggests that since many developing countries have a network of 
primary schools in rural areas, staffed by well-qualified teachers, whereas health 
centres are thinly scattered and not always very accessible, primary school teachers 
represent a valuable resource, and could be used much more in health education. The 
author suggests in particular, that health sciences teachers represent a valuable 
resource for preventive and promotive medicine. Slight article but an idea worth 
pursuing. 


R. Chambers, 1979, Health, Agriculture and Rural Poverty: Why Seasons 
Matter, Institute of Development Studies, Brighton, UK, Discussion Paper 
DP 148, 26 pages. 


The author argues that the wet season is the most critical time of the year, especially 
for poorer people, women and children in many tropical environments. Commonly 
malnutrition, morbidity and mortality peak at that time, and health services are likely 
to be at their least effective. He suggests that this situation has been little recognized 
and that seasonal analyses must be done to improve the management of health 
services, such as the supply of medicaments. Essential reading for health planners. 
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R. Feachem et al., 1978, Water Health and Development, Tri-Med, London, 
255 pages. 


Excellent multi-disciplinary work based on research in village water supplies in 
Lesotho, which covers important questions about self-help, participation and the 
politics of village life, as well as the more technical issues of water collection and use, 
pollution, hygiene, health and disease. The second half is an analysis of the policy 
implications generated from the Lesotho case study findings. Well worth reading. 


O. Gish and G. Walker, 1977, “Transport and Communication Systems in 
Health Services”, Tropical Doctor, 7, p. 119-22. 


Brief review of transport for use in health services in developing countries. The 
authors conclude that the use of any mechanical transport should be viewed critically, 
and suggest that where staff in isolated clinics are being visited as part of a support 
function, small pick-up vans are adequate and cheaper than landrovers. Light air- 
craft are seldom justifiable in cost-effective terms. They do, however, advocate the 
use of radio-communication systems to connect isolated peripheral health units with 
regional or district headquarters, and suggest that this could lead to the greater 
effectiveness of such units. Useful since it is based on one of the few studies carried out 
on medical transport systems. 


Institute of Development Studies, 1979, “Rural Development: Whose 
Knowledge Counts?”, IDS Bulletin, 10, 59 pages. 


Whole issue devoted to the supposition that rural people have their own capabilities 
for assimilating, adapting, communicating and creating knowledge — challenging the 
conventional idea that knowledge flows in one direction only, from those who are 
strong, educated and enlightened to those who are weak, ignorant and in darkness. No 
direct links made with health, but the lessons are there for the taking. 


Institute of Development Studies, 1980, “Selection for Employment versus 
Education?”’, DS Bulletin, 11, 74 pages. 


Whole issue devoted to the problems of education in developing countries. While 
not directly related to health, many of the articles raise relevant questions. See 
especially R. Dore “The Diploma Disease Revisited” page 55. 


A. Kroeger, 1980, “Housing and Health in the Process of Cultural Adapta- 
tion: A Case Study Among Jungle and Highland Natives of Ecuador’, 
Journal of Tropical Medicine and Hygiene, 83, pp. 53-69. 


One of the rare attempts to explore the relationship between housing and health. A 
short list of housing related diseases is given, with references, and then the study looks 
at four indigenous societies in Ecuador which, while undergoing cultural and socio- 
economic: adaptation, substantially changed their habitat. The author concludes that 
the housing conditions of traditional societies are changing for the worse. Useful 
article. 
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N. S. Lane, 1977, “A Vital Link: Ensuring Supplies of Medical Equipment 
and Drugs Where Really Needed”, WHO Chronicle, 31, pp. 404-7. 


This is an attempt to deal with the shortcomings in the regular delivery of equip- 
ment and drugs to rural health units. The author suggests that at the root of the 
problem is a lack of planning. A delivery system should be seen as a whole, with 
various functions, like distribution of supplies, collection and reporting of inventory 
and statistical data, training, supervision and communications. Helpful for those con- 
cerned about distribution networks. 


J. E. Rohde and T. Sadjamin, 1980, “Elementary School Pupils as Health » 
Educators: Role of School Health Programmes in Primary Health Care”, 
The Lancet, 1, pp. 1350-2. 


Study in Indonesia where schoolchildren were involved in a health education 
programme. The authors designed a school health manual using a format familiar to 
primary school teachers. Forty-nine lessons covered fourteen subjects such as 
diarrhoea, nutrition, accident prevention, skin care and dental health. The impact of 
these lessons on community health behaviour was surveyed by a 10% sample of 
families in two villages served by the two schools, asking questions on attitudes, 
knowledge and practice regarding diarrhoea, both before the pupils received their 
lessons and after. The results showed a substantial improvement in knowledge about 
prevention, appropriate treatment and the need for referral among both pupils and 
their families in the community. Interesting and worth reading. 


M. Taussig, 1978, “Nutrition, Development and Foreign Aid: A Case Study 
of U.S.-Directed Health Care in a Colombian Plantation Zone’, 
International Journal of Health Services, 8, pp. 101-21. 


Demonstrates the inter-relationship between land-holding and nutrition, and using 
a historical analysis of the politico-economic development of agriculture in Colombia, 
shows how this contrasts with U.S. aid assumptions. Thus the aid agencies expect the 
poor to adapt — permanently — to local conditions rather than change those 
conditions. 


M. Turshen, 1977, “The Impact of Colonialism on Health and Health 
Services in Tanzania’’, International Journal of Health Services, 7, pp. 7-35. 


Detailed article on the problems of malnutrition and disease in a rural district in 
Tanzania, tracing the effects of colonial agricultural policy and how it aggravated 
malnutrition. It suggests that malnutrition increased because of the switch from sub- 
sistence agriculture to the cultivation of cash crops, and because many of the men 
migrated to mines and plantations for part of the year, neglecting their traditional task 
of land-clearing and leaving women to carry on with all the farming. It is a very in- 
teresting case study of how nutritional health changed. 
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A. Aarons and H Hawes, 1979, Child to Child, Macmillan Press, London, 
104 pages. 


Attractive book with delightful illustrations, produced for the International Year of 
the Child, 1979, promoting the idea that everyone can be teachers — including, and 
especially, children. It is aimed at encouraging schoolchildren to take an interest in the 
health of their younger brothers and sisters or other younger children in the com- 
munity. There are simple ideas for looking at problems, and acting on them that 
range from accidents, taking care of children who have diarrhoea to better food and 
health habits. Each section has a simple introduction to the problem and well- 
illustrated activities related to prevention and cure. 


A. Agarwal, 1980, “A Decade of Clean Water’, New Scientist, 88, pp. 356-9. 


The problems of realizing the aim to bring clean water and adequate sanitation to 
all by 1990 are discussed. The first obstacle is the cost — according to the World Bank 
this could well be 600 billion dollars (at 1978 rates). The second obstacle the author 
points to is the existing attitude towards technology choice in this field: urban planners 
in the Third World often prefer a sewerage system — an extremely expensive measure 
on a per household basis. Thirdly, there is the near-total lack of understanding of how 
to organize community participation in maintenance and operation of water supply 
and sanitation systems. A fourth obstacle lies in the difficulty (but necessity) of linking 
water supply programmes with sanitation programmes, and both with primary health 
care programmes. Finally the fifth problem lies in the lack of institutions and trained 
manpower to carry out programmes. Easy-to-read, and good summary of the 

problems as they relate to health. 


Assignment Children, 1979, “People, Water, Sanitation”, 45/46, 191 pages. 


Whole issue devoted to problems of water and sanitation, with close attention paid 
to the part the community plays. Useful because it takes an overview of international 
organizations’ involvement, looks at projects that have been put into effect, and the 
lessons learned from them. There are a series of case-studies which underline some of 
the difficulties. 


S. Barnes, 1968, “Malaria Eradication in Surinam: Prospects of Success 
After Five Years of Health Education”, International Journal of Health 
Education, 11, pp. 20-31. | 


Readable account of the failure of a malaria eradication programme among the 
tribal peoples in Surinam: failure caused by social and not technical problems. A 
social scientist found many reasons why there was increasing resistance or outright 
refusal to houses being sprayed by the people living in the interior of Surinam. Distrust 
and antagonism existed between the people, the sprayers and the organizers; there 
was often extreme lack of respect for the people and their institutions; and there was 
bad communication with the visual aids used for explanatory purposes not un- 
derstood. The author concludes that understanding and harnessing the people’s 
knowledge are essential elements in health programmes. 
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H. N. Barnum et al, 1980, “Cost-effectiveness of an Immunization 
Programme in Indonesia”, Bulletin of the World Health Organization, 58, 
pp. 499-503. 


This article tries to assess the cost-effectiveness of an expanded programme of im- 
munization for diptheria, pertussis, tetanus and tuberculosis in Indonesia. The cost of 
prevention through immunization is compared with the alternative strategy of treating 
all infections. From the economic analysis done, it is calculated that the expanded im- 
munization programme is highly cost-effective, and suggests that other immuniza- 
tions, such as for polio and measles, which may not be cost-efficient by themselves, 
may be economically justifiable when included as part of a larger immunization 
programme. One of the few articles tackling this difficult area. 


F, O. Bicknell and D. C. Walsh, 1976, “Motivation and Family Planning: In- 
centives and Disincentives in the Delivery System”, Social Science and 
Medicine, 10, pp. 579-83. 


A critical look at the relationship of motivation to family planning, and at some of 
the accepted methods for instilling motivation. Extensive research on the psycho- 
social correlates of fertility generally acknowledges that high fertility in developing 
countries stems from three basic perceptions: one, children have economic value, 
because they share the burden of family labour; two, they act as “social security” in 
old age; and three, they enhance their parents’ prestige. Effective fertility regulation is 
thus two steps from realization. First the basic desire to space, limit or stop childbear- 
ing is needed, and second, the impetus is needed to seek an effective method of con- 
traception, and then to use it. The authors explore in some detail the problems related 
to these issues, giving examples of both urban and rural women. Useful. 


J. Briscoe, 1979, “The Quantitative Effect of Infection on the Use of Food 
by Young Children in Poor Countries”, American Journal of Clinical 
Nutrition 32, pp. 648-76. 


A framework is developed to evaluate the effect of infection on the intake and 
efficiency of use of food by children under five in poor countries. The author con- 
cludes that convalescent care, oral rehydration and measles vaccination programmes 
may be the most cost-effective methods available; and that while the ability to assess 
the effects of water supply and sanitation programmes is poor, it is likely that small 
programmes do have an important role where behavioural or institutional constraints 
have to be overcome through social and economic change. Interesting article in a 
fairly specialized field. 


W. A. M. Cutting et al, 1979, “Can Village Mothers Prepare Oral Rehydra- 
tion Solution?”, Tropical Doctor, 9, pp. 195-9. 


Many cases of dehydration resulting from acute diarrhoea can be effectively 
treated by an oral solution of salt, sugar and water. These ingredients are available in 
most homes and can be life-saving if used early. The WHO is encouraging health 
authorities to distribute sachets of the necessary ingredients, which are simply added 
to a litre of water. However, this study looked how accurately mothers made up the 
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mixture from the prepared packet and separately by using the original ingredients, 
using two-finger and thumb pinches of salt. There was reasonable accuracy in the first 
method, where only water had to be added, but a wide inaccuracy in the finger-pinch 
method. Interesting for those concerned with appropriate technology in diarrhoeal 
diseases. 


A. G. Dissevelt et al, 1976, “An Ante-natal Record for Identification of High 
Risk Cases by Auxiliary Midwives at Rural Health Centres”, Tropical and 
Geographical Medicine, 28, pp. 251-5. 


Several features of a record for ante-natal care in rural health centres are described. 
The first objective is to identify high risk cases, and the second, to set standards which 
result in effective and efficient use of services, and facilitate supervision. It has been 
successfully used in Kenya in several centres since 1972 and is believed to have 
facilitated decision-making and correct action by the midwife, although this also 
depended, to some extent, on the midwife’s attitude to her work. Useful as a starting 
point for discussion on the problems of keeping records. 


A. G. Dissevelt, 1978, Integrated Maternal and Child Health Services: A 
Study ata Rural Health Centre in Kenya, Medical Research Centre, Nairobi 
and Royal Tropical Institute, Amsterdam, 208 pages. 


This is an interesting study of an attempt to integrate services in a Kenyan health 
centre. The author concludes that integration of maternal and child health services 
may only enhance utilization and coverage of those services such as immunization 
that do not require substantial behavioural change on the part of the population. He 
also points out that an integrated service may make a more equal distribution of the 
work load among the health workers, so the public experience less unmet demand, 
perhaps leading to arise in the acceptance of MCH services. But this may mean that 
more time and possibly more staff will be required, unless a high risk strategy and 
better use of time is applied. 


F. L. Dunn, 1979, “Behavioural Aspects of the Control of Parasitic 
Diseases’, Bulletin of the WHO, 57, pp. 499-512. 


The author discusses some of the reasons for the “intellectual discontinuity” 
between the physical and behavioural disciplines: he also looks at the possibilities of 
using methods from the behavioural sciences to explore further parasitic disease and 
control programmes, and discusses research possibilities. Finally some specific 
research where behavioural aspects have been taken into account — in 
schistosomiasis, filariasis, trypanosomiasis, and malaria is described. Useful article, 
showing up the lack of this sort of research. 


D. R. Gwatkin et al, 1980, “The Policy Implications of Field Experiments in 
Primary Health and Nutrition Care”, Social Science and Medicine, 14C, pp. 
121-8. 

The authors look at the efficacy of direct intervention with nutrition programmes 
where people are poor and malnourished. They evaluated ten projects (Nigeria, Peru, 
_ Turkey, Guatemala, Jamaica, Iran, India and among the Navajo Indians in the USA) 
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all of which had been running some time. While there were considerable 
methodological problems in the evaluation of these projects, the authors felt that the 
results suggested that interventions are potentially capable of helping to make a 
beneficial difference. All ten projects for example, reported declines in infant and child 
mortality, most of the declines being large — one-third to a half or even more. What 
was difficult was to demonstrate conclusively the exact relationships between inputs 
and mortality rates. An interesting paper, unusually optimistic. 


B. L. Hall, 1978, “Mtu Ni Afya — Tanzania’s Health Campaign”, 
Information Bulletin, 9, Clearinghouse on Development Communication, 
Washington DC, 74 pages. 


Description of a mass health education programme through radio study groups run 
in Tanzania, where about 40% of all adults enrolled, and hundreds of thousands of 
homes involved in the programme changed their health practices as a result of in- 
creased awareness. This study describes how the campaign was planned and 
organized, how the radio study groups were set up, and the measures used to evaluate 
the impact of the campaign. There is also a chapter on effects and implications for 
development planners. Important study and interesting. 


V. J. Hull, 1979, ““Women, Doctors and Family Health Care: Some Lessons 
from Rural Java”, Studies in Family Planning, 10, pp. 315-25. 


Good article looking at village women in Java and their practices and attitudes in 
relation to pregnancy, childbirth, etc. Suggests that a more appropriate approach 
would be to provide women with the knowledge to meet their own and their family’s 
health care needs more effectively. The two-year research project suggested ways in 
which modern programmes could benefit from an understanding of traditional health 
care; by building on the basic approach of self-reliance, by incorporating specific 
traditional practices that are beneficial and by sympathetic treatment of those 
traditional practices that are ineffective or potentially harmful. 


A. A. Kielmann and C. McCord, 1977, “Home Treatment of Childhood 
Diarrhoea in Punjab Villages”, Environmental Child Health, 23, pp. 197- 
201. 


Initial efforts at home treatment of diarrhoea (the main cause of death among pre- 
school children under surveillance in a programme in the Punjab) with oral rehydra- 
tion fluid was not successful. But after an intensive training programme for 
supervisors, village level workers and mothers, a significant reduction in mortality 
from diarrhoea resulted — although the incidence of the disease was unaltered. The 
article describes the methods used. Interesting for those concerned about diarrhoeal 
diseases and the potentiality of primary care workers. 


T. Nehinda, 1978, “The Propharmacy as a Means of Meeting Chronic Drug 
Shortages in Rural Health Centres in Rural African Communities”, Tropical 
Doctor, 8, pp. 226-8. 


The problem of a chronic shortage of drugs in rural health centres, with resulting 
fluctuating attendances, was considered in Cameroon. The attempt to improve the 
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situation is described in this article. Propharmacies were established near health 
centres, where no private pharmacy existed. Financed by the local council and 
Supported by the government, they stocked and sold drugs at very low cost. It is 
claimed that the scheme was successful, in that drugs were always available, and the 
author argues that the advantage of having drugs available all the time at low cost 
greatly outweighed that of having free treatment occasionally in health centres, where 
drugs were out of stock most of the time. 


D. Nicholas et al, 1977, “Is Poliomyeltis a Serious Problem in Developing 
Countries?” , British Medical Journal, 1, pp. 1009-12. 


The article contests the widely held view that paralytic poliomyelitis is relatively 
rare in developing countries. A study examining children for lameness and using a 
teacher questionnaire, suggested that, on the contrary, the annual incidence of 
poliomyelitis was estimated to be similar to that in Europe and the USA during the 
years of severe epidemics. Immunization against polio should thus be given high 
priority. 


J. M. Ponnighaus, 1979, The Cost-Benefit of Measles Immunization, Verlag 
Peter Lang, Frankfurt, 70 pages. 


This study is an attempt to assess the value of mounting a measles immunization 
programme in both an urban and rural area of southern Zambia. The author uses the 
techniques of cost-benefit analysis, thus looking at four issues: the effectiveness of im- 
munization; measuring the cost of an immunization programme; calculating its 
benefits and finally, reaching conclusions by comparing costs and benefits. Several 
problems are raised of using such analysis, and the issue of measles immunization is 
well discussed. 


I. P. Senanayake, 1977, ““Use of Home Based Records in the Evaluation of a 
Health Care System”’, Environmental Child Health, 23, pp. 220-3. 


A description of the usefulness of “Road to Health” cards used extensively by 
under-fives clinics in Africa, and which parents keep at home. Although there are 
disadvantages (they may get lost) the author feels that the advantages outweigh the 
disadvantages. A study was done to evaluate the work of the clinics in Nigeria, 
Malawi and Zambia, and the author was impressed with the usefulness of the home 
based cards. 


F. M. Shattock, 1976, “Workload v Community Good: The Concept of the 
Protected Child”, Environmental Child Health, 22, pp. 179-83. 


Immunization programmes in developing countries often depend on mothers bring- 
ing their children repeatedly to clinics to complete courses of basic immunizations. In 
Zambia when an evaluation was done, only a small percentage of children completed 
the course. The parameter of the “‘protected child” was introduced — one who had had 
all basic immunizations — and once the ideas had been accepted, there was an 
improvement in the number of children completing basic immunizations. 


SELECTED ANNOTATED REFERENCES 55 


Tuberculosis Prevention Trial, 1979, “Trial of BCG Vaccines in South India 
for Tuberculosis Prevention: First Report”, Bulletin of the World Health 
Organization, 57, pp. 819-27. 


The protective effect of BCG vaccinations is being evaluated in a controlled com- 
munity trial near Madras in south India. This is the report of the first seven-and-a-half 
years of follow up which suggests that BCG did not give any protection against the 
development of bacillary disease. Protection afforded to individuals against develop- 
ment of active disease other than bacillary forms remains to be studied. It is pointed 
out, however, that infant tuberculosis was not observed in the trial, so the results do 
not apply to infants. 


J. A. Walsh and K. S. Warren, 1979, “Selective Primary Health Care’, New 
England Journal of Medicine, 301, pp. 967-74. 


The authors argue that it may be necessary to pick out priorities even at primary 
health care level. They make a persuasive case for instituting selective primary health 
care directed at preventing or treating the few diseases that are responsible for the 
greatest mortality and morbidity in less developed countries, and for which efficacious 
interventions exist. Thus the priority group of diseases for treatment are: diarrhoeal 
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